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From the Ombudsman

[The girls] had seen the Department of Human Services come and go, but they
were stilltrapped in a hell that no one could begin to fathom or comprehend.

Officer JoshSienkiewicz, Perry Police Department

Il n the spring of 2017, | heard a news report
thought. A 16éyearold girl named Sabrinady had died at the home of her adoptive parents,

possibly from starvation. The news suggested that the lowa Department of Human Services
(DHS) had had extensive involvement with Sabr

It had been less than six months since | hadisiifted an investigation into the starvation
death of a different gearold girl, Natalie Finn. Natalie was also adopted, and her family had
also been involved with DHS. We would later releasmagstigative reporin that casefiA
Tragedy of Errors: An Investigation of the Death of Natalie Fion February 17, 2020The

Ray case clearly called out for an investigation, too.

Sadly, there is a third case of a child death thaamgecontinuing to investigate.

This report, which focuses on the Ray family, details problems we found with multiple units of
DHS, including its child abuse intake and assessment process, daycare licensing, foster care
licensing, and foster care ongoing servicAs.part of our investjation, we also examined the

role of the Midlowa Family Therapy Clinic (Midowa), which was contracted by DHS to

provide Family, Safety, Risk, and Permanency (FSRP) services to children who were placed in
foster care with the Rays. The report makeset®mmendations to address the problems we
found and to st-wafargprograns. | owads chil d

Sabrina and Nataliebfs cases were similar in s
equally tragic. Weidentified some common concerns in bothestigations, finding that child

abuse reports were wrongly rejected, and noting shortcomings with the thoroughness and
accuracy of caseworkerso r ecor dretentionpobcieagai n f
hinder the ability of agency workers to ididy patterns of abuse.

Il n some ways, though, DHS6 failings in the Ra
In the Ray household, the mistreatment of children extended beyond the immediate family, to the

p a r e nhomeddaycanand foster ca children Unli ke the Finn case, \
obstructed authoritiesd attempts to inspect t
regularly in Sabrinads house and in contact w

abuse wereertainly present among those who interacted with children at the Ray household.
Unfortunately andadly, a lack of communication among those workers weakened the oversight
that could have discovered that abuse.

We also found it unfathomable that DHS danted no internal review of its own actions and
deci sions |l eading up to Sabr ithelaviategislaueetiore We


https://www.legis.iowa.gov/docs/publications/CI/1130515.pdf
https://www.legis.iowa.gov/docs/publications/CI/1130515.pdf
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evaluatdts expectation$or the Child Fatality Review Committee and other existing oversight
bodiesrespondile forreviewing child deaths

It is no exaggeration to say that this investigation brought me to tears. | cried at the atrocities
Sabrina was subjected to, the unspeakable abuse and unimaginable pain she endured. | cried for
her siblings and the fosteare children who witnessed the abuse, or were subjected to it. And |
cried for those who tried to sound the alarm, especially a foaterworker named Shelby
Messersmith, whose concerns were dismissed or silenced by her supervisors.

| was also angry Angry that so many trained officials at DIH&d misplaced their trust

individuals that were so depravedngry that, once again, an undersized budget contributed to

the |l ack of rigorous oversight of key DHS fun
adoptive parents more than $640,000 between 2006 and 2017 to care for chhilestihey

abused some dfose children

And now, | am fearful. Fearful because many children are staying home from school this fall
due to the health threat posed by COMI® Sabrina, too, stayed home during her time in the
Ray household, purportedly for home schooling. fHugis, the potential for child abuse to

occur is much greater when children fall outside the reach of conscientious and inquisitive school
officials. This past April, a month after schools were first closed due to CQY)Btatistics

showed that chilédibuse reports to DHS had fallen by half when compared to 2019. | am not
advocating for or against home schooling or online learning. That is a very personal decision
each family needs to make. But | am fearful that those who try to hide abuse wilawewrn

easier and greater opportunity to do so. | cannot stress enough that we must all remain vigilant
about identifying and reporting suspected child abuse, especially during these challenging and
unsettling times. | urge you to trust your instincts.

lagainpl edge to the <citi zen Officefwill stanavfast itsrefiottstd he Om
identify problems and make recommendationgdlicymakers tgrotect our children and

grandchildren I look forward tocontinueworking with DHS DirectorKelly Garciaand her staff

to ensure the saf etGarcimwas rotsérving &s ditecova thestime hi | dr e
Sabrina and Natalie lost their lives, but she has accepted responsibility nonetheless and has
acknowledged the need for improvembwptadopting most of my recommendationsvill also

ask the Legislature to join in thesentinuingdiscussions We must all do better for our

children.

Lastly, | want to thank my entire staff, especially the investigators and editors. Our reparts are
group effort that require thousands of hours of research, interviews, analysis, and debate. Your
hard work, dedication, and sacrifices make a difference in the lives of the citizens we serve.

f/wi/ﬁm,QD

h "

Kristie Hirschman
Ombudsma
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Executive Summary

Just before 6:30 p.mndMay 12, 2017, two Perry police officers were dispatched to 1708 1
Street in Perry in response to a report that a minor female was not bre&tpmgarrival to the

Ray home, Officer Josh Sienkiewicz described
entire car eer-yearoldSalrinafRay.was fourgingon aesmall mattress on the
floor wearing a diaper and tattko p . Of ficer Sienkiewicz observ

Anearly withered owasalreadydeceased, anel resuscitationeff@ b r i n a
were considered futile by emergermrsonnel. EMS paramedics noted that Sabrina had
skeletal features and appeared to be extremely malnourished.

Of ficer Sienkiewicz obser wasdovérddaandthBrawasa nads b
baby monitoflike camera in the roomA magnetic type armhad beennstalled on the

bedroom doorHe also observed thatlock of some type had been on the door and then

removed. Scene photographs reveal that screws were placed to keep the windows from opening
andthere weréholes on the bedroom door fopadlock. There were also locks and alarms on

food and beverage pantries in the kitchen and family room.

On the day she di ed,MaRan MistyRay, wereaed roytetta Diseey par e n
World with her adoptive brothers. Presentin the hontelate t i me of Sabrinads
adoptive sisterdyer adoptive grandmother, Carla Bousman; and her adoptive cousin, Josie

Bousman.

S a b r canse 6f seath waaterdeterminedy medical examiners to be severe malnutrition
due to denial of criticalare The 16yearold was 4 feet, 7% inches tall and weighed just 56
pounds. The autopsy revealed that, based on the size and condition of her internal organs,
Sabrina was likely subject to starvation over a long period of time

What was discovered durirtige criminal investigation resulted in charges and convictions
against five family members. Sabrinads mot he
prison. Sabrinabs -yearsdmtencee Marc, received an

Carla Bousmapher grandmothergeceived a 2§/ear sentence. Josie Bousmier cousinyas
sentenced to 14 yea@ndS a b r i n a aJsstintRayoetelveda 1{ear sentence.

Numerous child abuse reports were received by the lowa Department of Human Services (DHS)
following Sabrind s d e ahte myestigatiods concluded withunded childabuse allegations
againstMisty, Marc, Justin, Carla, and Josie. These child abuse reports concerned not only the

Ray chil dren, but al so c¢hi {hanedaycarvdsell. wer e i n M

DHS wasalreadyintimately familiar with the Ray familp e f or e Sa bTheagenbys deat h
was involved with them through licensing the home as a-c@le&lopment home (ihome

daycare). The Rayssowere previously an approved and licensedeiasire home, and had

been the subject of a total of 11 challduse reportsvolving foster care children, Sabrina and

her siblings.
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OMBUDSMAN INVESTIGATION AND THE ROLE OF OTHER OVERSIGHT BODIES

We first heard of Sabrina Ray through media reports alteys after her death on May 16, 2017.

Thiswas thethird child deathbrought to our attentiowithin seven months in which DH8as

involvedwith the family. Our investigative report oone of thosecase$i A Tr agedy of Er
An Investigation ofthe Det h of Nat ali e Finn, 0 wastrepatl eased
made 14 recommendations to DHS to improve policies and procedureshird childdeath

case remains under investigation by our office.

As noted in our investigation of the deathNaftalie Finn, there are other government bodies

particularly the Child Fatality Review Committe¢ hat coul d have reviewed
thesecase. After the death of Shelby Duis in 2000, lowa lawmakers approved a new law

authorizing the creatioof an ad hoc committee to investigate DH$ated child fatalities The

law authorizes the State Medical Examiner to establish a Child Fatality Review Committee

(CFRC) to dAi mmediately review the chil d abuse
under age eighteen €€ to determine whether the
involved with the case of child abuse respond

in 2000,the committee has never been convened

Otherpotential overght entities all hee hadsignificant limitations in their resources and

authority. By default, the Ombudsman was the only entity capable of conducting an independent
systemic review of DHS6s actions. Wésquestio
expectationsreof all theseentitiesi particularly the CFRC to review child fatalities

Legislative notification

Pursuant to lowa Code section 2C.16(3), the Ombudsman is giving notice to the Legislature
of the need to reevaluate its expectatios of the Child Fatality Review Committee and

other existing child-fatality oversight bodies. Optimally, any reviewing entity would be
independent of DHS, have broad access to records and resources, and be adequately

funded and staffed to complete comprehes i ve and detail ed reviews
in child fatality cases. Reviews should be mandatory and the entity would have authority

to investigate all aspects of DHSO6s invol veme
intakes.

MARC AND MISTY RAYSODAYCARE AND FOSTER CARE LICENSES
Raysd6 daycare |icense

At the time of Sabrinads deat h, Marc and Mi st
home named ARays of Sunshine. o

Throughout the 13 years that the Rays operated a licensedlekigtbpnent home, DHS
conducted inspections of t he -tcgsratienrewerytwas wel |
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years. On a number of occasions, DHS determined that the daycare was out of compliance in

certain areas, though no action was taken againstahge 86 | i cens e.

DHS6s unannounced home compliance visit on De

prior to Sabrinaés death five months | ater.
Rayso6 foster care |license

In addition to obtaining a daycare license, the Rays also received a fostererese through
DHS.

According to DHS records, the Rays had a total of 23 faster placements between 2006 and
2014, which resulted in four adoptions, including Salirisd he last children placed in foster
care with the Rays left the home on July 28, 2014.

During the nearly 10 years the Rays were foster parents, their license was never suspended or
revoked. The |icense was o0ncavingreceigtefdchidn A h ol
abuse report that same dagt involvedp hy si c al abuse and Adeni al of
The hold did not formally sudmeam thatthaywduldr mi nat
not receive any future fosteare pacements.

Despite the hold, DHS kefitreefostercare placements in the home.
FIVE CHILD ABUSE REPORTS RECEIVED BETWEEN 2010-2013
2010 child abuse intakes and assessments

DHS received a childbuse report from a school employee on October 15, 201€ercang a
5-yearold fostercare child living with the RaysThe reporter alleged that Marc and Mikgd
locked the child in a closet as a form of punishment when she defecated in her pants.

Thefield workerassigned to the child abuse assessmenviateed the victim andnade

multiple unannounced visits to the home argpectedhe closets in the home. One bedroom
was found to have a lock on the outside of the door, but it was not functioning. Another
bedroom, the one belonging to the allegeddchictim and other girls, had an alarm on the door,
which Marc explained wa® letthem know when the children were up at night, and was not a
lock. Marc denied locking the child in a closet.

The assessment summary concluded that it could not be detdrmtiatherthe Rays were using
the kind of disciplinghat had beealleged.

In our review ofthis intake report, we discovered that another diildse report involving the

Ray family had been made just two months prior, on August 20, 2DH& had expunged the

intake and assessment pursuant to its record retention schedule, so we were not able to determine
who the reporter was, what type of abuse was alleged, or the outBdti@erecords appeared to
suggest that this intake was accepted,andssessment was completed on September 21, 2010.
Marc and Misty were the alleged perpetrators
alleged victim. At that time, the alleged child victim would have been 5 years old.
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On November 2, 2010, ¢nDHS field worker who handled the October assessment neade

ownr eport to DHS with concerns alhawt cthhd dRay anke
health needsas the child had not been receiving counselifige intake was accepted for a child

abuse assessmeand t was determined that services were needdalvever, Marc and Misty

reported to the field worker that they could no longer handlethefoster e chi | dds beha
and it was decided that she would be placed in a different larirgngement. The finding of the

child abuse assessment was not confirmed.

The2010 childabuse reports were made at a time when Marc and Misty lived in Carroll, lowa
(i n DHSOs We st ehonly afee thesd repertgefermadethe. family$need to
Perry,lowal i n DHSG6s Des MoThaWestersSeniveiArea hadhcoreans
about the family and determined that a corrective action plan was needed to sdde=ss
Because the Rays moved back to Perry in January 2011, the respgrdibiiplementing a
corrective action plan was transferred to the Des Moines Service Area.

It does not appear, however, thatorrective plan was ever implemented
September 13, 2013, rejected intake

DHS received a childbuse report from Shelby Messmith on September 13, 2013, concerning

a 16yearold fostercare child residing with the Ray#lessersmith was a Family Safety, Risk

and Permanency (FSRP) services worieowa s hand |l i ng tthroagh@aDHS d 60 s s ¢
contractduring his placement with the Rayslessersmittalleged thaMisty was not refilling

t he «c hi |poegcsptioR i Sheaalso reported that the Rays had called the fosteaithilca t

asso and showed him picturedoofashifisnepdar ¢dratce b
p a g dlse.intake was ultimately rejected, but was referred to the DHS ongeimiges worker

to be addressed at a family team meeting.

In addition to the report made bMessersmith D H S 0 s -seoviteg workerdgor the foster
carechild contacted a fosteare licensing workdsecauséMisty had called the child and other
children in the home inappropriate names.

September 20, 2013, accepted intake and assessment (not confirmed)

DHS received another chilibuse report from Messengh on September 20, 2013his time
concerning three adoptive children in the Ray ho®leealleged that Marc and Misty physically
abused Sabrina and her sistemslwithheld food from the girls as a form of discipline.

The intake was acceptedid the Rays admittedo the field worker that they usgdhysical
punishmentdescriling the degree of the contact as an cphanded swat on the bottom or a swat

near their mouth. Mi sty report edtnebustas t he ma
punishment. Marc and Misty denied spanking their children in the basemaking away the

chil drends f o®hdthraesgirigeniedithat Mareamd Misty physically abused

them and reported that they had plenty of food to eat in the home aamdbdget food taken

away as punishment.

The field worker found t hat the nchil dren wer
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theassessment was not confirmed.
September 22, 2013, daycare licensing complaint

A complaint was made to DHS daycéioensing on September 22, 2013, byather of a

daycare child who was also an employe#af-lowa Family Therapy Clinic, which provided

FSRP services on behalf of DHS and where Messersmith worked. The enrplogeted that

Marc and Misty were providmimproper mealsmproper disciplineandimpropersupervision.
Additionally, she alleged that the Ragalled the children degrading nicknames. The employee

al so stated that Sabrina had become fdextremel
interaction. o

An investigation was initiated by daycare licensing stdifvo workers visited the Ray home on
October 2, 2013and neither worker observédny evidence fronfthejc o mp | ai nt al | ega:

ANALYSIS AND CONCLUSIONS OF 2010-2013 EVENTS

TheDHS Empl oyees 6 MairWhaeln iintdiicsatae sl etgheadt t hat ch
a childdevelopment home, the protective service worker will immediately inform the child care
registration worker . o0 The dsnentd alegedabusedstics i ng
Afocus on compliance issues with the child ca
a daycare licensing worker is notified of chalduse allegations, it is considered a complaint

against the daycare.

We found ndndication that daycare licensistaff wereinformed about the allegationaised in
any of the childabuse reports received about the Rays in 2002013

Further, air investigation, as well as our investigation into the death of Natalie frasriought

to |light the pr obl eetentionfpolieyHThé absehceamyirecaedd r ec or d
prevenedus from reaching any firm conclusion on t
the August 201Qeporton the Rays This earlyreportcould have ben an important tool for any

intake or assessment worker to connect the dots when additional child abuse reports were made
years later Additionally, the inconsistent retention of chdafuse reports and assessments is

significant.

Recordretention poliges in several other states acknowledge that multiple reports involving the
same subjecits regardless of whethanintake was rejectei justify longer retention of child
abuse recordsWe believethat increasing recofcetention timeframes by adopting laws similar

to those imother statesvould help DHS staff identify patterns of child abuse.

Identical to the recommendatiors in our investigation into the death of Natalie Finn, the
Ombudsman recomnends that DHS:

1. Modify its administrative rules to increase the retention period for child abuse
intakes and assessments as follows:
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a. At least five years for rejected child abuse intakes, and an additional five
years if DHS receives another reportoncerning the same subjects or any
siblings or other children in the same household or in the care of the same
adults during that timeframe.

b. At least 10 years for fconfirmedo and i
assessments, or 10 years from the date of sloe of the case file, whichever
occurs later. In addition, if DHS receives another reportoncerning the
same subjector any siblings or other children in the same household or in
the care of the same adults during that timeframe, DHS shall retain these
abuse assessments for an additional 10 years.

c. Indefinitely for Afoundedo child abuse
2014 EVENTS AND ISSUES

Between April and November 2014, DHS received five calldse reports about the Raysee
were rejected and two were acceptedagessment. During this sevaonth time period, other
events and issues occurred with the family that were significant to our investigation.

April 10, 2014, accepted intake and assessment (not confirmed)

The first child abuse report was received on Apbil 2014. Three different functions within
DHS were involvedvith the Ray family after this report was madhild abuse intake and
assessment, daycare licensing, and faster licensing.

A mother of a child who warsomt alegedah&abyinajthea c e d i
age 13) and her sisters (then age 9 and 7) did not get fed for weeks aaadihaal to fight each

other for food. She also allegttht Marc and Misty physically abused Sabrina in the basement,

and that there was viddéootage of one of these incidents. This chilbdise report was the

second report received by DHS in a-sonth periodhat includechearly identical allegations of

physical abuse and failure to provide food to Sabrina and her sisters.

A DHS field worke madean unannounced visit to the Ray home the same day the report was
receivedandinterviewed the girls alone. Sabrina and her sisters denied that Marc, Misty, or

anyone else had ever hit them or made them fight for food. They also denied that tteey had

steal food or were made to stand for long periods of time as punishiifenRays indicated that

they typically used time oufsr punishmentbut there had been a few occasions in which the
children were fAswatted od their bottomso with

The field worker contacted DHS ongo#sgrvicesvorker Marcia Hoffmanwho wasworking

with the family concerning three fostegire children who were placed with the Rays. Hoffman
reported that she had made unannounced visits to the home and hadereaaydeod being
withheld or maltreatment of the childrefihe physical abuse and failure to provide adequate
food allegations werdetermined to baot confirmed.
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April 10, 2014, daycare complaint

Areferralwasmadée o DHS 6 s day c hases onthe alrise sliegatgpns,uandi at
daycare licensing worker made an unannounced compliance archspkton the Ray home on
April 16, 2014. In addition to interviewing Marc and Misty, the worker reviewed meal plans,
discipline policy and practice#fje food supply on han@nd the posted menu for the monthly
lunches. The worker also observed the daycare chifdrémid not note any concerns.
Ultimately, the worker determined that there was no evidence consistent with the reported
complaint

Fostercare | icense placed on fAholdo and April

A DHS fostercare licensing workegilsoreceived notification of the April 10, 2014, accepted
intake and made the decilgansemn tioh@lldac® t he Ray

At the time of the Agl 10 accepted intake, there were three siblings in foster care with the Rays.

The childreri i t h e  Mi wWele placedavith the Rays on April 4, 2014, just six days prior to

the childabuse report. The following day, a staffing was la@hibng the fa®r care licensing,
ongoingservices, and the field unitsof DH8.c cor di ng t o DHSG&6s Confider

Licensing questioned if foster children should be moved. Ongoing worker Marcia
Hoffman, CPW supervisor Jennifer Carlson and ongoing supervisdr Mar
Chappelle thought they should remain. Plan developed during licensing staffing
that they cannot use physical discipline with foster children or day care children.

The April 11 staffing c deefsewrornd dd tbhea tp Idahdemn dR aoyns
future placements, but tiiller children would not be removed from the placemeAtDHS

supervisor latertoldus A Ther eds somet hing happeinweng t here
canbét prove it é dono6t haveibewnmtouwgehd rfeo rn cat sguosipr
any more kids there. o

April 24, 2014, rejected intake

While the prior childabuse assessment was still acth@®RP services worker Shelby
Messersmith made her third child abuse report to DRIBpril 24, 2014this time invdving one
of the Miller children.

Messersmittallegedthat the child reported that Marc and Misty were forcing him to eat food he
did not like, which made him throw up in his mouth. He stated that the Rays would not allow
him to go to the restroom when tieew up, and instead made him either swallow it or throw up
on his plate and eat it. Messersmith also reported that the child shared that whgedhnisld
brother had accidents in his pants, Marc and Misty made him stand in the corner all day.

While making the report of child abuse, Messersmith also stated that Marc and Misty no longer
allowed her to come into the home when she dropped the children off after visits, which caused

! For confidentiality purposes, we have created a pseudonym for this family.
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her more concern about the safety of the children. Messersmith inlditatag the childabuse
call that she had shared these concerns with the DHS ongoing waéokiEnan,as well.

TheApril 24, 2014, childabuse report was rejected. According to the intake document, the case
was referred to Hoffman, as well as the fostee licensing worker. We found no indication the
intake report was forwarded on to the field worker whib had an opelassessment from the

April 10 report.

May 7, 2014, rejected intake

DHS received a childbuse report on May 7, 2014, fram adopive parent of a formefioster
child at the Rays Thiswas the thirdchild buse report made concerning
of this child while she was in fosteare placement with them.

Thechild hadsharedwith the reportethat she was subjected tertain punishmentwhile at the
Rays such as drinking soapy water and water with spicesamdtstanding all day either against
a wall or over a cold ventThe childsaidthatMarc and Misty would make her go without meals
andmadeherbite her sistewhile the Rays would laughAdditionally, another child in the home
would hit other children with plastic bats.

AWhenever a DHS worker would come, t he ¢ hi | d hfihe punighineht wouddr mot h
stop until he left and it would resume when thiswoer | ef t . 0

The intake worker informethe motherthat, although the issues she identified were concerning,
the ultimate decision was to reject the intakée found no evidendde information was

referred to the daycare licensing worker, or that it virasesd with the field worker whose

April 10, 2014,assessment was closed the same day.

May 2014 staffing

While information on the May 7 report was not shared with the field worker, it was shared with

the DHS fostercare licensinginit the same day the repiavas made Social work administrator

Mike Mcinroy directed ongoingervices worker Hoffmato interview the children and be
specificaboufias ki ng the questions surrounding the .
puni shment, not fneogalso requestechtieantoffman contadt the ddreide

providers, which would have included Messersmith.

According to an email dated May 12, Hoffman emalied supervisor, MarkChappelle and
stakdthat she had interviewed two of theller fostercarechildrenat their respective schools.
Chappellerequested that she cover the concerns raised in the allegation.

When we interviewetHoffman shestated that she did not coube specific issues andlad not
knownto do so until after she had visited theldren. Hoffman said she only asked whether the
children were getting enough to eat, what time they went to bed, what they did every day, and
when they showered. Weund no evidencthat Hoffman had contacted the service providers
as directed by SWA Maroy.

10
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Chappelleexpressed surprise to our officekbb f f mandés response: AMar ci a
arrow. Youtellhertodosomethingnd she did it.o Chappteatl e st a
Hoffman had notomplied with his request

June 12, 2014, bruising

WhenFSRP worker Shelby Messersmith visited Miller childrenattheirb i ol ogi c al mot h
home on June 12, 2014, she documented bruisirnigeoyoungest childHer report stated:

[The mother] showed FC a series of bruises that were on [the childg [The

child] kept saying, O6dondt hurt me, donoét
[the mother] to talk with Marc and Misty about the bruises to see what they had to

say.[The child] communicatedto FCt hat one of Marc and Mi sty
daughterodés hurts her. FC talked to Marc a
that their daughter is very caring and would not hurt anyone [The mother]

talked to Marc and Misty about it and they were defensive and statetdiiat

were not going there with her and they did
FC made sure that all parties were aware of this situation. (Emphasis added.)

Messersmith believed there was a strong chance that the bigsirgeennflicted by the Rays.
Shetold us that the bruising was tph e cbhaiclkd éasnd t hi gh, not i n com
as a childds knee.

Messersmith stated that she wenihéo Mid-lowa supervisor, Susémalley regarding the
bruising on the child, but was told trehe could not make a chiédbuse report to DHS.

Messersmithold us that she alsaised this concermwith ongoingservices worker Hoffman;
however, she never felt like she was taken seriously. Although Hoffman did not dotement
conversation with Mssersmitlin any case notes that we received, sheeaference

Messersmithés allegations in conversation not
attorneydés June 16, 2014, email read:
We NEED to get the children out of Misty and Marks (sic) thiski | had a
l ong talk with Shelby [ Messersmith]. [ The
wi || make closing this daycare down if the
(Misty) are emotionally abusing and physic

doubt it for a minute.
On June 17, Hoffman documenteer call with the attorney:

She wants the children removed and returned to [the biological mdahethy

told her about the bruisesandSh el byés supervisor would not
to CPA. éscudsied that the daycare worker, CPA, this worker had all been to

the home or interviewed the children and there was no evidence or abuse or

neglect in the home. (Emphasis added.)

2 FCO r BSRE woskeri Messersmith.

11
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On June 19, Hoffman documented in a case note the following conversatichentiological
mot her6s attorney:

Informed her DHS would not be moving the children from the Ray foster home;
informed her Shelby asked Misty about the bruises on [the chiid]then talked
with her supervisor and the concern will not be called into CR Intake.
(Emphasis added.)

We found no indication that Hoffman visited the children after the concerns were raised on
June 12. Hecase notes document a visit on June 4, 2014, and the next visit did not occur until
August 1, 2014.

Following the midJune bruising concern, DHS and Maiva coordinated a meetirigat was
attended byChappelle, Smalley, and Messersmith. Smalley mentioned the meeting in an email
to Mid-lowa Family Preservation and Stabilization Services Director Lodévla on June 18,
2014:

Talked with Mark Chappelle this morning. We are going to go ahead and meet on
Friday to discuss t hpublisfloggnght wams. nolle agr ee
necessary but that Shelby did need to hear from the DHS end as well as the

posi ti on she put herself because of this si
worker and will support whatever we choose to do staffing wise. Now just keep

your fingers crossed that momdés attorney |
it i n Emphasis added) (

Messersmithold usthat she was completely blindsided by the meeting. She believed that she
would be able to address the concerns that shevitladhe family, but instead she was verbally
reprimanded for raising the concerridessersnth stated that the message from the meeting was
clear: ADo your visits and shut wup. o

Messersmith left her job as an FSRP services worker withldwie in July 2014, shortly after

her meeting with Chappelle and Smalley. Messersmith stated she thouglaissth@ing good

by raising the concerns, but she Awasndét doin
she felt fAdefeated. 0

July 5, 2014, accepted intake and assessment (not confirmed)

DHS received a childbuse reporn July 5, 2014, involvinghe same child Messersmith had

rai sed concerns about three weeks earlier. T
who claimed hat Marc and Mi sty s pyear&dwhjchresoitaccik ed, s
bruising. Thereportwas acceptedf an assessment he field worker who handled the intake

call conducted the initial home visit the day after the report was made.

The field worker observed andcencladédthatgherdwecehi | d v
Ano visible injuries consistent with the alle
Afaint scratch on heps,|o®wehi dhacka d rtohme heex p lpaur &
provided. A second field workevisitie d t he chi |l dés bi ol ogi cal mot h

12
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check othechiidand her si bl ings. He documented that
children 0 hen e children were interviewed, they reported that they liked the Rays and
indicated thatheywere notphysicaly disciplined.

The field worker also contacted ongoiservices worker Hoffman, who shared that she saw the
children regularly antheyhad reported to her on several occasions that they liked staying at the
Raysd home.

Hoffman reeived an email from Misty on July 7, 2014, regarding the initial home visit on
July 6. Misty stated in the email:

We got a visit from a CPS worker yesterday about [the child]. It was turned in
that we were spanking her for not using the potty and ihakeaccidents in her
pants. And that she was covered in bruises. When the gentleman spoke to all
three kids they told them the only type of discipline that we use here is time outs
and when he checked her for bruises there was only one tiny bruiselorebe

and a small almost gone bruise right behind her kinee.

There is a spot on [the childds] back that
since May. It was the spot she said [the child] got at respite and has also told

Shelby that she got at our hoge. It is not a bruise, but some sort of skin

discoloration. The worker left with no concerns. (Emphasis added.)

According to Hoffman, she did not share this information with the field worker, even though it
appears that the information was receivedrgndis contact with Hoffman.

Hof f man could not recall for us whether she h
i nvol ving t he c bhildabu$esasséssment doesanot indicatd that ditliee

field workeis contacted Messersrhit Ultimately, the physicadbuse allegation was determined

to benot confirmed

TheMiller children remained inthR a y s 6 hdme frtae additional 23 days. The children
were reunified with thie biological mother on July 28, 2014. This was the last time the Rays
had foster children placed in the home.

On July 30, 2014, DHS Service Area Manager (SAM) Pat Penning sent an email to SWA Mike
Mclinroy asking that he take a closer look at the famgélychba us e A The number of &
rejected intakes is concerning. o Penning req
information: AWhy do they keep getting referrtr
What are we missing?o

There is no idication from DHS records that any further discussions on the issue took place for
nearly two months. Penning wrote an email to McInroy on September 30, 2014, that she had not
received Mclnroybés findings of tdneéotheianext | vy and
oneonone meeting.That was the last communication between these two officials regarding the

Ray family.

13
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November 25, 2014, rejected intake

DHS receivedachid buse report regarding one of Sabrin:
25, 2014, from an anonymous reporter who had previously taketabhghtet o t he Rays
daycare.Thedaughtetold her that MistywvouldhitSa br i nadés si ster and al w
daughter to close her eyeklt was alleged that child victim had a bruisehen neck when the

caller saw her.

The reporter also stated that Sabrina and her sist@fi al ways standingo i n th
one occasion, the reporter saw the alleged child victim was standing for a lengthy period of time.

In addition, hereportes har ed concerns about the chil dodos we
she is Avery, very, very thin, sheds very sma

The intake document i dent i f iAeddingtotheirtdkd egat i on
repat, SWS Mike Allison reviewed the intake and made the final decision to reject it.

ANALYSIS AND CONCLUSIONS OF 2014 EVENTS

Many significant events occurred between April and November 2014. During thatseveh
period, DHS was actively involved withe& family through the receipt of five chizbuse reports
(two accepted intakes and three rejected intakes), a daycare licensing complairdafester
licensing and ongoing services, and FSRP services.

Keeping foster children in the home

Regardingthedécs i on t o pl ac e carelitemse,lwd conclude thatithe initfalo s t e r
decision following the April 10, 2014, accepted intake was appropriate. We do question,
however, DHS 6 s dder chitdiemmthe Ray hdme after it had eeced three
additional childabuse reports about the Rays, two of which involvedWifier children.

There is no formal policy regarding the practice of placingafoseer e f ami | y on fihol
Additionally, there is no articulated procedure concerningdfyehen fostecare children should

be removed while there is a hold in place. In this instance, DHS determined on April 11, 2014,

t hat a A h ehadtedor futnredlademénts, but thidillers would remain with the

Rays.

We believe DHS would benefit greatly by creating a policy that details the protocol for placing a
foster family on Ahol d. o Further, the protoc
home should be examineth this case, DHS debated at anribpl, 2014, staffing whether the

Milerc hi | dren shoul d be r eWexds mubelieve iheudsttoreshdrld y s 6 |
have beeif the children should be removed, mdten If DHS does not trust the foster home

for future placements, there sldbe no question whether the foster home should be trusted for

current placements. Logistically, we understand that it may have taken time to identify a new
placement for the children, and removal may not have happened immediately. However, there is
noguestion that as soon as the decision was ma
have immediately begun the process to consider alternative placement options. Keeping the

children in the home should never have been an option.

14
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While weconcede thatlpcing children in foster care creates a disruption in their,lives
equally troublingor children be placed in a foster home in which there is a continual concern for
the weltbeing of the children. We believe that the risk in the Ray home wémsdioo

In short, we found the decision to keep iidersi n t he Ray home f ol l owing
unacceptable, and the decision to keepMhlers in the Ray home as new concerns and child
abuse reports continued to be filed was unfathomable.

Wedidnot find there was a baeedicerse. Hoveverewebdlieve t he R
sufficient grounds existed at least later in 2014 to formally suspend their license.

We do not believe any person hasght to hold a fostecare license. DHS iggnted the

authority to dictate who should have a fostare license and who should not. If events occur to

put into question whether foster parents can appropriately care for foster children, or whether the
children placed in the home are safe, then BH&uld have the ability to suspend the fostae

license and remove any children currently placed in the home. Given existing policies, however,
it appears that the conditions for suspension are much too difficult to ashiB¥S instead

pl acetdda &hot he f amiilaywas thencdse with fivilersti fostexdare | y
children are the ones who ultimately suffer.

DHS should revievits standards to suspend a fostare license, such that the focus is on the
best interest of the childn.

Decision to reject intakes

It is our opinion that the April 24, 2014, intake should not have been rejetedigh the
informationfrom the intakevas forwarded to the DHS ongohsgrvicesvorker, we do not
believe that was sufficient. Instead, dle@gation that a child is being forced to swallow, or spit
up and eathis vomit should have warranted a chalouse investigation on its own.

I n addition, we do not agree with DHSO6s, deter
2014, intakevas appropriately rejected at that time. Aside from the developing patterns of

alleged abuse, the claims about a foster child being forced to bite her sister and being forced to
stand over a cold vent for long periods of time despite a medical congitbaa, on their own

for an accepted intake.

Similarly, by theNovember 25, 2014, intaleclear pattern of abuse allegations was established.
An allegation that the Rays had directed a child to close her eyes while another child was struck,
in combinatiorwith observed bruising, warranted an accepted intake even under the standards
employed in 2014.

Notifications to daycare licensing

We concludd that daycare licensing staff did not receive noticargfchild abuse report made
to DHS involving the Rays wh the exception of the April 10, 2014, accepted intake.

15
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Failures by the ongoing worker

Although monthly visits with the Rays could have been completed by either Hoffman or the

FSRP servicesrpvider, we found no supporting documentation that Hoffman visited the Rays in
July 2014; all the while, Messersmith was refused entry to the Ray home. Additionally,

according to DHS records, it appears that a number of the visits occurred at the ddiologic

mot her6s residence, and not at the Ray home,
contract.

We also found that Hoffman failed to review the intakes and assessments that occurred during

the placement of the fosteare children under her watahhich prevented her from ensuring the

safety ofthefostet ar e chi |l dr en. Hof f mands reliance on
of the Rays was misplaced. Hoffman failed to understand that the majority of the others

involved with the family were cauing onherto have eyes and ears on the family.

DHS administration and fosteare licensing took affirmative steps to formulate a plan following
the rejected May 7, 2014, intake call about a former faster child. That placed the
responsibility on Hoffman to question the current foster children on the specific allegations and
to ensure their safety. We found this plan was sound, but unfortunately, it was not carried out
appropriately by Hoffman when sliailed to ask the children specific questions relating to the
rejected intake or contact the service providers.

Additionally, Hoffmancould not recalseeing the adopted children beyond perhaps on one

occasion, when she was introduced to one of thptadalaughtersT hi s means t hat Hc
report that she hagkver seen any withholding of food or maltreatmergaifrina or her sisters

was misleading.

Regarding the July 5, 2014, accepted intake and unfounded assessment, we conclude that
Hoffman failed to provide important information to the field worker handling the assessment.
We believe this failure significantly impacted the e | d wmwwestiga®n. 6 s

Failures of ongoing workerds supervisor

We have concerns alb andinatdhi anghs edsd.Fesh we qaestion o n s
Chappell eds rat Mldenahiel doen kierpt mg Raoye home wh
placed following the April 10, 2014, accepted intake and stafi@®lgappelle explained to us that

DHS had intended to kegm eye on the children to ensure their safety in the home. However,

this rationale seems seriously flawed. DHS did not believe other children should be placed in the
home, but théiller children could remairthat the Millers were somehow impervioushe

safety concerns associated with other children who would be placed in the Bases on the

events that followed, thiglillers were just as vulnerable as any prospective foster child.

Additionally, as Hoff manods snswiregHeffmanavas, Chappe

handling her cases appropriately andompliance with DHS policies and practic&¥hat we
learned, however, was that Chappelle was initially unaware that Hoffman had not fulfilled the
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requests handed down by DHS administratidlofang the May 7, 2014, rejected intake and
staffing.

Interference with making a child abuse report

lowa Code section 232.70 statisT he e mpl oyer or supervisor of a
permissive reporter shall not apply a policy, work rulegtber requirement that interferes with

the person making a report of child ahusdg Mid-l owadés practice of requir
confer with a supervisor prior to making a chalouse repontesults in a report being suppressed,

we firmly believe hat is a violation of law.

Messersmith should have been permitted to make theatbuise report concerning the bruising

she sawon one of the Miller childremuring her visit on June 12, 2014. Though Smalley does

not recall whether Messersmith raiggmhcerns of the bruising to her, we found there was

sufficient corroborating evidence to suggest that this discussion did occur and resulted in the

deci sion that Messersmith would not make a re
case notes speaflly supports this finding.

We believe there was sufficient information to warrant a report to DHS based on the
observations made by Messersmith during her visit.

DHS policy indicates that for a report to constitute an allegation of physical abusantisrbe
Adamage to any bodily tissue that would requi
that resul ts i nAntachepteddntaketwhl leard to a ahidizide iadsassment

when it involves any neaccidental physical injurygr an injury that does not match the history

given for it, that is suffered by a child as a result of the acts or omissions of a person responsible

for the care of the child.

We also believe that some of the pushback from Smalley could have stemméiireanp pel | e 6
concerns about Messer smit hodMilles.a&Smaltyiresaledof t he
Chapelle raising the issue about Messersmith
could have caused Smalley to impose a tighter reinon Messei t hé6s handl ing of

S

Despite the resistance from Smalley, Messersmith stated that the CEO-loiWwdidhet with her
and was supportive of her handling of the case.

The Ombudsman recommends that DHS:

2. Create apolicy to articulate the protocolfaa pl aci ng a foster fami/l
ensure thatfosterc ar e chi l dren placed with a family
as soon as possible.

3. Review the standards necessary to suspend a fostare license, such that the focus

is placed on the besinterests of the children placed in the home and whether those
children are in a safe place.
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The Ombudsman recommends that Midlowa:

1. Review its practice and policy that requires consultation between FSRP services
workers and supervisors to ensure nofinterference with reporting requirements,
consistent with lowa Code section 232.70.

NOVEMBER 2, 2015, ACCEPTED INTAKE AND FAMILY ASSESSMENT

A Wal-Mart customemade a child abuse report to DHS on November 2, 2015, after $keing
Ray family, includingSabrina and her siste@tthe store Thecustomeistated that the children
appeared fAlistless and ill, 06 and two of the <c
child who appeared to be 12 years olrexiwa® co

A field workerconducted an unannounced home visit on the same day the report waslThmiade

three girlssaid that they were fed regularly and ate as much as everyone else in the home. The
field worker wr ot e,0huttSabina e3pamedithatahe had alwaysdbeey t hi n
thin because she had a high metabolism.

Thef i el d worker contacted t he andwadtddrthe chiddeen me di c
were seen on an-&eeded basis for illnesses and checkdpse family assessentsummary

alsonoted hat @ASabrina [and her sisters] were home
School Department of the Perry School system.

Ultimately, the field worker and her supervisor determined that the children were safe
ANALYSIS AND CONCLUSIONS OF NOVEMBER 2015 ASSESSMENT

TheNovember 2, 2015, assessment was the last time that DHS had eyes and ears on Sabrina
prior to her deathIn both the Finn and Ray cases, the children were coached togxcevidin
information to DHS. Similayl, in both cases, the field worker failed to confirm malnutrition
aftervisional inspection.

Weasked for clarification on the information t
medical records request. She stated that she placed aba#tort hi | dr ends medi cal
during the assessment but did not receive a call back until after the family assessment was

closedWe | earned through a DHS asidefpmanteyeefainimr Sabr

2014,she had not been seen by ntatprovider since 2012.

Additionally, we asked the field worker if ste@dreceived adequate training through DHS on
determining whether a child is malnourishe&thereplied that shéadnot. In fact,she had not
receivedanytraining on how to identify malnourishment.

We believe that, in addition to receiving training on identifying malnourishment, DHS field
workers would benefit greatly if they had medical professionals they could consutth cases.

One option DHS shdd consider is implementing a medigalated assistance service similar to

the Service Help Desk that provides explanations and answers to DHS staff throughout the state.
An assistance service, staffed fulltime by medical professior@iéd operate as resource for
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DHS workers who have questions regarding a medetated issue both when conducting child
abuse assessments and when developing safety plans.

Another optiorwouldbet o devel op a contractual relationsh
agencieshatemploy nurses or contract for nursing services. This would allow a local nurse to
actually visitahome when necessary and review medical records. This is not adeweMWe

have been told that juvenile courts in lowa h
court cases. We have also found other county and state child welfare agencies that employ

nurses. For example, Mercer County [Pennsylvania] Childreryanth Services investigates

child abuse reports and has employed atiie nurse for over a decade. The nurse is

responsible for reaching out to doctors and interpreting their reports. He or she goes to homes

and conducts weight checks and clarifies itedical treatment requirements that should be

included in a safety plan. A supervisor at Mercer County described their nurse to our office as a
Ahuge benefito to their case workers and for

The Ombudsman recommends that DHS:

4. Include training for workers to help them identify signs of malnourishment, to
include when it is necessary to take a child to a physician for evaluation.

5. Utilize readily-available medical professionals for consultation on cases, including
cases of alleged malnoushment. This could be accomplished by:

a. Employing or contracting with medical professionals who are available to
staff cases of malnourishment;

b. Establishing a Medical Help Desk similar to the Service Help Desk; or
c. Contracting with Ileadtwagénsiescounty public h

DAYCARE LICENSING COMPLIANCE VISITS: 2015-2016

Child-development homes are required to have annual unannounced compliance visits. The last
two visits at the Raysd6 daycare occurred on D

During thefirst visit, the workeffound the daycare to be out of compliancerfor having the

phone numbers for police, fire, ambulance, and poison information posted by the phone; not
having the numbers for each chil dogessiblehbythent , p
phone; and not having the emergency parent contact information in travel vehicles.

't was al so n o t-adkitdidmat tontainhdsposibleytseézendy; didrecdrds
include physical examination reports for all chédy or immunization records for one child.
Certain training and certification information was also found to be out of compliance

Though there were certain areas out of compliathesyworkerfound that the corrections did not
require a recheck or followup visit Sherequested that the Rays make the corrections and self
certify they had done sim DHS by January 19, 2016.
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The next homeompliance visit was conducted almost one year later on December 1, T2(46.
daycare did not have documentatiorpbf/sical examination records for nine children, or
immunization records for six children. The daycare also was not tracking hours of substitute
employees.

The daycare licensing workagaindetermined that the issues did not require a recheck or

follow-up visit, but needed to be corrected by February 6, 2017. In a December 13¢2€x16

to Misty following the visit, it was noted th
during the next annual compliance check. 0

The December 1, 2016, hornemgiance visit was the last time DHS was in the home prior to
Sabrinads deaonMaylp201l7days | ater

ANALYSIS AND CONCLUSIONS OF DAYCARE LICENSING, 2015-2016

In the 2015 and 2016 horeempliance visits, there was information missing from the child

files, including physical examination records and immunization rec&dssidering the

number of records and information contained i
missing informatiomgu al i fi ed as an fAenxtcehnislidv ef iflaei Iduorceu nieor
would require a reheck.

Regardless, a feheck should have been required after the 201 6fuisitd that child files were

still missing physical examination reports and immunization records. The policy specifies that
A &ilure to be in compliance with areas that were out of compliance at time of the previous
annual i regipsdlonopvisit.

We also considered whether the DHS worker followed policy by observing all the rooms in the

Rayso6 home dmue i amgmglhiearnae cvai si t . Under a heac
policy states that f#fAall rooms should be obser
for entry. | f entry is denied, document and

We believe this requireméwas specifically relevant to the case, based on the condition of the

girl sé6 bedroom at the time of Siaebdencechdlack deat h
and alarm on the bedroom door, boarded up windows, no mattresses, toddler pthtetoon

T existed at the time of the homsempliance visits, this certainly would have raised red flags to

the DHS worker.

However, when we interviewed the licensing worker, she stated that she examined only the

lower level of the home where the maina®f the daycare were foundiheworker explained

that her typical practice was to observe the rooms in the home that are relevant to daycare, unless
she has suspicions of something going ©he daycare licensing worker told us that the home

was fiaaldeaanmppropriate, 0 and she did not recal/l
December 1, 2016, hosmmpliance visit.

Based on the description of the scene on May 12, 201Pging law enforcement officefsund
Sabrina deceased in a downstaedioom, which was located off the dining room and away

20



Executive Summary

from main daycare play area. The information we received does not suggest that this bedroom
was examined during the horaempliance visit.

We asked DHS for clarification on when daycare licensinid\st&re given instructions on the
requirement to observe all the rooms in the home. We were told that DHS policy was updated in
September 2016 to include the requirembntstaff were actually informed of the requirement

prior to the formal change to oy, as well as during a training coursehe daycare licensing

worker who conducted the last two compliance visits stated, howeveshthdtd not recall

receiving training to observe all of the rooms in the home for compliance until June 2017, a
month after Sabrina died.

A daycare licensing worker also shared concerns with our office regarding day care licensing
staffing levels, stating that one of the biggest obstacles in fulfilling the duties of a day care
licensing worker is not having enoughféta do the job.

The Ombudsman recommends that DHS:

6. Provide additional training to all daycare licensing staff to ensure that workers
know when a recheck of a home is required due to noicompliance.

7. Include in the checklist for child-development home registration a specific box for
observing all of the rooms in the home for compliance.

8. Evaluate the adequacy of daycare licensing staffing levels. If DHS concludes that
daycare licensing is not suffiently staffed, it should ask the Council on Human
Services to make any required personnel and budgetary requests to the Governor
and General Assembly.

COMMUNICATIONS BETWEEN DHS UNITS

This report has illustrated that DHS staff in separate units of tmeyagemmunicated

inefficiently or not at alaboutthe childabuse reports against the Rays. Though we have already
touched on this topic, we believe a broader review of the communications and staffings within

DHS prior to Sabr i naéarsantsdtecavh fmdingsnanddanglusibnd., 201 7,

2010

Following the 2010 assessments of cliblise allegations, DHS voicedoughconcerns about

the Rays, that it was determined by the Western Service Area a corrective action plan should be
implemented. Shdy after the final assessment was completed in 2010, however, Marc and
Misty had moved back to Perry, out of the Western Service Area. It was then recommended to
the Des Moines Service Area to implement and monitor a corrective action plan for the family

It is our understanding that this did not occur.
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2014

DHS was most heavily involved with the Ray famiy2014 As such, it was the year that
required the greatest need for intl@partment communication.

After the first child abuse report in Aprd,formal staffinghadoccurredamong various DHS
staff where itwas decidedhat the foster children in the home children would not be removed
Regardlesgjirectionwas given that the home would not be used for foster care in the future.

Another formaktaffing occurred few weeks latdoetween daycare licensingngoing services
andsocial work administrator (SWA) Mike Mcinrdgllowing another child abuse report.
Mclinroy provided direction to have the ongoing worker interview the current fosterchildren
about the specific concerns identified in the rejected intake, and to touch base with service
providers. Those directives were not followed.

In Junethe DHS ongoing worker was notified that one of the fosdee children had suspicious
bruising believed tdhave beeinflicted by the Rays. We received no information to suggest that
this was relayed to fosteare licensing.

The following month, a formal child abuse report was nau®it thebruising on the foster

child. The field worker catacedthe ongoingservicesvorker, who shared that shawthe
children regularly and had no concernsven though weeks prior shad beemotified of the
suspicious bruising. Additionally, the field worker did not contact the FSRP services worker,
Shelby Messersmith, who, just weeks earlier had raised concerns about the bruising.

Several weeks after this series of reports was received, SAM Penning sent an email to SWA

Mclnroy asking that MclInroy take a closer look at the Rays. Penning requedtibttthioy

review why the family kept getting referred, who the reporters were, whether there was a pattern,

and what was missingr'he next email exchange that we received is dated nearly two months

later. It indicates that Penning had not received Mgirdios f i ndi ngs on t he f am
that the information be brought to their next @meone meeting.

No further email exchanges on this subject were provided by, BR#Penningcould not tell us
what she discussed with Mclnroy or what the outcofirthis meeting was.

The next childabuse report was received on November 25, 2014, and another was submitted
nearly a year later on November 2, 2015. There is no indication thatdastdicensing

received notice of these reports, even though tlys B#l had a fostecare license. Likewise, it

does not appear that any further staffings on the matter occurred between any employees within
DHS.

One interviewee suggested thatfurther staffing occurred on the familgcause the agency
alreacdiydeiddiehnow t hings wer e goi oagcHhldrenwauldbe, 06 me &
placed in the home. We asked whether fostee licensing staff would even have received

notice of the November 2014 aNdvember2015 childabuse reports, since therere/@o longer
fostercar e children in the home. The interviewee
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the discussion with the Rays, that fostare licensing would not have found out one way or
another. o

Daycare licensing

DHS Empl oy eiersddi cMaatneusalt hat AWhen it is alleged
child development home, the protective service worker will immediately inform the child care
registration worker .o

We received no information to suggest that a referral was made ta@eéigeasing staff for any
of the 11 childabuse reports received between 2010 and 2015, with the exception of the
April 10, 2014, intake.

We asked hoviormer DHS supervisor Mar€happelle actually received referrals on chibdise

reports. Chappelle could not recall specifically, but remembered that he did receive some sort of
notification of a report being made. Asked whether he belitheegroblem stemmed from
referrals not being made otud dddy kaer & ol itde mki rs@

to think | wouldndét | et something |like that g
Lack of internal i nvestigation foll owing S
We are also concerned about the I ack of inter
death. DHSrovided no explanation as to why a formal review had not been completed.
Considering the extent of DHS6s involvement w

thatsuch a review would have been in order.

Chappelle acknowledged thathe was surpre d no i nt er nal i nvestigat.
after something like thatve would want to talk to everybody who touched this in the last five
years. o

We believe an internal review could have greatly benefited DHS to shed light on mistakes and
spur dscussion on future improvemenither states see the value in reviewing child deaths.
Oregon for examplejmplemented a new law earlier this year that creates Critical Incident
Review Teams in cases where the death of a child may have been fronbakédd &he team is
required to submit a written report to t@eegonDepartment of Human Services no later than

the 108" day following the date they were assigned the case. There is a list of criteria the report
must include. Unless releasing the infatran will compromise a criminal investigation,

specific portions of the report are then published dne a gvebsite.y 6 s

ANALYSIS AND CONCLUSIONS OF COMMUNICATIONS BETWEEN DHS UNITS

The Rays had a licensed daycare that involved 112 children in anfitbatrmme over the
course of 13 years. The Rays were licensed foater parents for nearly 10 yearsd accepted
a total of 23 placementsThe Rays adopted four children from foster care. For all of these
reasons, the Rays were subject to oversigiddS.
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DHS was further involved with the family due to numerous chiildse reports 11 within a
five-year span. To the extent possible, there were plenty of official eyes and ears on this family.

We cannot dispute the notion that Marc and Misty Rarewikely skilled manipulators who

knew how to work the system. With two parents involved in thetolayay home life, it would

have been very easy to stage the scene to make it appear nothing was awry, even when a DHS
worker made an unannounced visit.

Testimony from the surviving children confirmed what several reporters susjpdabgdhe

Rays had coached the children in their home t
DHS did not receive honest answers during its investigations abthe imto allegations of
physical abuse and fAdenial of <critical care. o

How does DHS protect children when allegations of abuse have not been proven? The answer
lies in active and productive communications among child welfare workers who have regular
interactions with families. These communications should include a broad overview of what the
specific concerns are with the family, and how those concerns can be addressed.

Efforts were made to raise concerns among different DHS ainditst the Ray9articulaly

between fostecare licensing, ongoing services, and field workers (when they were involved).
When it came down to ithere was not sufficient communication amaingseDHS units.

found that daycare licensing staff was either not receiving teera¢s, or the home checks were
generally not being completed. Based on the testimony to our office, we question whether there
is sufficient protocoto ensure referrals areade.

We also foundhat DHS failedo include the FSRP services worker, Messérgmn its

staffings. Messersmith was not only familiar with the home, she also had raised numerous red

flags throughout her time withthe Ray. HS not only di smi ssed Messer
along with her supervis@t Mid-lowa, actively discouraged her from speaking up.

The lack of an internal investigation by DHS is unaccepta®&hrina, her surviving siblings,

the fostercare children, the daycare childramdall the children subject to abuse by Marc and

Misty and othes in the Ray househqgldeserved at least thislad the Ombudsman not initiated

an investigation of Sabrinadés death, DHSO06s sh
undiscovered to both the agency and the public.

DHS needs to develop a protocol for inwgating the death of children, especially in cases
where DHS has had some involvement.

We have no doubt that maki ngThisibleestachievédem bet t e
throughgreatertransparency.

The Ombudsman recommends that DHS:

9. Develop inpolicy a protocol for daycare licensing workers to be notified of the child
abuse reports received (both accepted and rejected) whenever a daycare home is
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involved. If there is already a protocol in place, the Ombudsman recommends that
DHS evaluate the effectiveness of the protocol.

10. Initiate a tracking procedure to ensure that childabuse report referrals are made to
daycare licensing staff, and that subsequent home checks are being completed as
required by policy.

11.Develop an internal tracking and/ornotification system to ensure that each unit of
DHS that is involved with a family is appropriately communicating the others.

12.Create a provision in policy requiring that contracted service workers be included
in internal staffings and reviews, and requring that field workers handling
assessments communicate with any contracted service workers as collateral
witnesses.

13. Create protocol in policy requiring an internal review by a designated team and a
written report in situations where DHS reasonablybelieves the death of a child
under the age of 18 was the result of child abuse and:

a) The child was in the custody of DHS at the time of death;

b) The chil d, t hoeangadtherichildliging s1itheé househgld with the
child was the subject of a child abuse assessment within the 12 months preceding
the fatality;

c) The child, the childbés sibling or any
child had a pending chitl welfare or adoption case with DHS within 12 months
preceding the fatality;

d The child, the childbés sibling or any
child was the subject of a child abuse report made to DHS or law enforcement
within the 12 months preceding the fatality, whether or not the report was
rejected at intake; or

e) The household where the child lived is/was a licensed foster home or provided
daycare services.

The teamds final report shal/l i nclsude

regarding actions taken or not taken by DHS or its contractors in the case.

The final report shall also include any recommendations for improvements in
administration and oversight, as well as training and intervention.
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AGENCY AND PERSONNEL RESPONSES TO THE REPORT AND OMBUDSMAN COMMENT

The Ombudsman received responses from DHS;IMidh, and former DHS employee
Mark Chapelle.

DHS

DHS accepted 10 of our 13 recommendations. DHS did not ameegcommendations to

amend it records retention scheduledbild abuse intakes, remove foster children as soon as
possi ble when a home is placed on Ahol do stat
an internal review in the event of a child death.

We considered DHSO6s r es pnmendgationsas propessedand behi nd
Mid-lowa Family Therapy Clinic

Mid-lowa requested several sections of the report be modified, most significantly to indicate that
former employee Messersmith failed to comply

We consi@red this request and determined not to modify the report. We found that Messersmith
took reasonable steps to raise concerns about the Ray family with her supervisor, and the
management team at Mldwa was aware of her concerns and reports to DHS. Weadifind

any compelling reason to change other portions of the report.

Mark Chappelle

Chappelle provided his comments to the report and requested that we clarify that he was not
solely responsible for keeping the foster children in the Ray home dueng fthh &Vk leklieve

the report is clear that the decision to keep the children in place was made by a number of
individuals who patrticipated in a staffing. Therefore, no change in the report was necessary.

26



Ombudsman Investigative Report

Report Preface

RoOLE OF THE OMBUDSMAN

The Office of Ombudsman (Ombudsman) is an independent and impartial agency in the

legislative branch of lowa state government. The Ombudsman investigates complaints against
most lowa state and local government agencléee Ombudsman has jurisdictionitwestigate

any administrative action of any person providing child welfare or juvenile justice services under
contract with an agency that is subject to investigation by the Ombudsrhargovernor,

legislators, judges, and their staffs fall outside@mb ud s mandés jurisdiction.
Ombudsmandés powers and duties are defined in

I n response to a complaint or on the Ombudsma
whet her an agencyds acti ons webleeunfairnoppeessivaj| , co
or otherwise objectionable. The Ombudsman may make recommendations to the agency and

other appropriate officials to correct a problem or to improve government policies, practices, or
procedures. If the Ombudsman determines tipaiadic official has acted in a manner

warranting criminal or disciplinary proceedings, the Ombudsman may refer the matter to the
appropriate authorities.

If the Ombudsman decides to publish a report of the investigative findings, conclusions, and
recommeadations, and the report is critical of an agency, official or employee, they are given an
opportunity to reply to the report, and the unedited reply is attached to the report.

PURPOSE OF THE REPORT

This report presents our investigative findings and conclusions on the performance of the lowa
Department of Human Services (DHS) to properly license, interact with, and oversee Marc and
MistyRay. The Raysd® ol dest adopt edatharnderther,careSrmbr i na,
2017. DHS was charged with fulfilling a host of responsibilities with the Rays after the agency
permitted the couple to serve as foster parents, adopt four children, and run a daycare out of their
Perry home.As part of our invetggation, we also examined the role of the Ndva Family

Therapy Clinic (Midlowa), which was contracted by DHS to provide Family, Safety, Risk, and
Permanency (FSRP) services to three children who were placed in foster care with the

Rays. Throughoutth s r eport, we reach conclusions on se
policies, and we present 14 r avelfareprograndsat i ons t

It should be noted that we found many actions or decisions byddH $id-lowaworkers tobe
appropriate. However, given the Ombudsmanés
focuses on instances of nroompliance with laws, rules, or policies and procedures. This report
also examines policies, procedures, and practigsould beimproved.

The investigation took an extended amount of time due to the complexity of the fatiie and

many roles DHS and Mitbwa had with the family Of particular note, wenade a significant
efforttoidentifyalli ssues and c¢ onc engofshildabuserepdrts, $éter catea n d | i
licensing, ongoingservices, and daycare licensing, while evaluating whether the divisions within
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the agency had sufficient communication when concerns about the family were presented.

INVESTIGATIVE PROCESS

The Omludsman selinitiated this investigation on May 25, 201The Ombudsman assigned
theinvestigation to the following staff: Assistant Ombudsmagela Long the team leader;
Assistant Ombudsman Jacob Hainline, child welfare speciddiftBurnhamSeniorAssistant
Ombudsmanand former Assistant Ombudsman Barb Van Allen. For reference purposes in this
report, actions taken by members of the investigative tgaascribed to the Ombudsman.

Documents and records

Our findings and analysis rely on tf@dlowing documentary and testimonial evidence obtained
by our office:

1 lowa law and DHS administrative rules (lowa Administrative Code).
1 DHS policies and procedures.

91 DHS child protective intake records and assessment records involviRgyffie@mily.
Thisincluded audio recordings from phone conversations between reporters and intake

workers

1 DHS foster care licensing and ongoisgrvices records involving the Ray family.

1 DHS daycardicensing records involving the Ray family.

1 Law enforcement records.

1 A summary prepared by DHS for a briefing with lowa legislagmtitled
iConfidentdi al Briefing

1 The Ombudsmands public report issuéd in 20

1 The Ombudsmands public report isefFimed in 20

3 DHS, Confidential Briefing(2017).DHS provided thislocument taus whichi s essenti ally a ti mel:
involvement with the Ray family. The Confidential Briefing also provides an overview of the adoptive subsidies,

fostercare subsidies, and chitchre assistance payments made to the Ray home between 2006 anih 20ih7,.

the Rays were paid a total of $640,069.95.

“The Ombudsmanés investigative report on the Duis case,

handling of allegations of c¢child abuse concerning Shell
https://www.legis.iowa.gov/docs/publications/CI/678.pdf

5> Natalie Finn died on October 25, 2016, after medical rescue personnel found her unresponsive and not breathing in

her home. Her cause of death was later determined to be emaciation due to denial of critical care.

We first heard of Natalie Finn on Decbear 8, 2016, when media reports alleged that DHS had failed to investigate

reports of a starving child prior to her death. We issued a notice of investigation to DHS that same day, and

requested all child abuse intakes and assessments involving thafrihn f

Our investigative report on the Finn case, AA Tragedy
released on February 17, 2020. The report made 14 recommendations to DHS to improve policies and procedures.
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Preface

Interviews

During the investigation, we interviewed and took sworn testimony fnoittiple witnesses
including

1 Sevencurrent and formeDHS employees
0 Anintake worker who receivealchild abuse report about tiiayfamily.
o A field worker whowas assigned to investigateo accepteahild abuse repost

0 A daycare licensing worker who handled the last two compliance home visits with
the Rays in 2015 and 2016.

0 A prevention program manager.

o A former ongoingservices worker who was assigned hlaedling of services for
a family placed in foster care with the Rays.

o A former Social Work Supervisor (SWS) who oversaw the handling of the
ongoingservices worker and daycare licensing.

o A formerService Area ManagéSAM) for the Des Moines Service Area.
1 Two current and former employees of Malva:

o A former Family, Safety, Risk, and Permanency (FSRP) services worker who
handled cases with foster care children placed in the Ray home.

o The director for FSRP services (who formerly was a supervisor of FSRns0
including the former FSRP worker we interviewed).

1 Others:
o A law enforcement official involved in the case.
o Staff from the State medical examinero6s
o An official from the Department of Education.
RAY FAMILY MEMBERS
At the time ofS a b r death, the members of tRayfamily included:
Misty Ray: Adoptive mother.

Marc Ray: Adoptive father

Seehttps://www.legis.iowa.gov/docs/publications/Cl/1130515. pdf
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Sabrina Ray (16 years old)XXXX Ray (12 years old) XXXX Ray (10 years old) and
XXXX Ray (10 years old) adoptedchildren ofMarc and Misty Ray

Justin Ray: 21-yearold biological child of Misty Ray and adopted child of Marc Ray.
Josie Bousman 20-yearold niece of Marc and Misty Ray.
Carla Bousman Mother of Misty Ray.

EFFECT OF CONFIDENTIALITY ON THE REPORT

We spent a fair amount of time deliberatmger what information should be included i th

public version of tls report. Although the Ombudsman is usually prohibited from
re-disseminating confidential information acquired from an agency pursuant to an investigation,
state law gives DHS authority grant the release of such information when it relates to a child
fatality. This explains why our report contains information that comes directly fromathike

and other DHS3ecords involving th&®ayfamily. We are only including, however, inforraat

that we believe is necessary to explain the problems we identified. At times, it was very difficult
and heartbreaking to read what transpired in this case, but it is vital that the public and policy
makers know what happened so steps can be takeevienp similar tragedies.

We also needed to decide whether to name witnesses and government employees who were
involved in the Ray case. Media reports had identified some of these individuals, including
police officers and medical rescue personnel wkpaoeded to a 911 call from the Ray
residence. Media reports also identified family members.

This reportidentifies some, but not all, of the current and forDEIS employeesve
interviewed or who had contact with the Ray famNMe chose not to namerse employees if
doing so would serve no public purpose.

Aside from DHS employees, we chose not to redact the name MidhRewa FSRP supervisor,
or the former Midlowa FSRP workerWe also created a pseudonym for a foster care family
who was placed wh the Rays in 2014.

Lastly, out of respect fd8 a b r yonrgdystlings, we did not identify them by name.
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Introduction
THE DEATH OF SABRINA RAY

(Sabrina) was really sweet €& (she) coul
Sabrinawasthemamne who got beat the most. é Ki
deserve that.

Former foster child placed in Ray hofne

That 6s al |l I feel. Being

Ju terror
| t in the air.

t
S

(@2 ¢]

Neighbor of Ray family

All three girls were very thin and theirdet  wer e a bl ui sh/ purpl e
due to them being on their bare feet al
and Misty and Justin treated the girls like animals.

Niece of Marc and Misty Réy

The call came in to the Perry Police dispatch center at around 6:24 PM, di2M2O17, about

a 16yearold girl who was not breathing. Officers Sienkiewicz and Rittman were dispatched
and arrived at 1708"1Street two minutes later. Officer Sienkiewicz retrieved the AED from the
trunk of the patrol car while Officer Rittman wesitaight into the house. Officer Sienkiewicz
entered the house soon after and was directed by a female to a room towards the back. He
immediately stopped at the threshold.

Al't was at this point that | saWe.ttisbardimost hor
put into words the feelings that came overintke smells, the pain, the anguish, the fear, and
the evil .o

Officer Sienkiewicz felt an unknown force prevent him from entering the room. Based on his
training and experience, he knéws was more than just a call about an unresponsive female. It
was a crime scene.

The officers found Sabrina Ray lying on a mattress wearing only a diaper and a white tank top,

her eyes and mouth still open and she was so skinny that her bones wesatafplae was

covered in bruises and abrasions. It was clear that she was deceased. Four females stood around

t he doorway with the of fandclByeasold sigtarspheri onl e s s :
grandmot her, and her adu.l.t Thereweseinmtears. Thdrweng h a d
no screams of sadness. 0

Officer Sienkiewicz became immediately fearful for the two girls, wanting to get them away
from the room and keep them safe, however he could.

6 Laura Terrell,Teen who lived with Sabrina Ray details horrific abu€eCI, May 16, 2017.
"Tommie Clark,Community remembef$-yearold Sabrina Ray one year late¢CCl, May 12, 2018.
8 Perry Police Report, Incident Narrative-Q@3267
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The Dallas County EMS soon arrived at the sgteee Of f i cer Si enki ewi czds
paramedics looked in the room, an expression of horrific disbelief came over one, and the words
AJesus Christo were uttered by the other.

During the scene investigation, Officer Sienkiewiczeaw i b a b y-li menictaomer ao i n
rooma fimagnetic type al ar mpandobserved thdt thelbedtoom t he b e
window was coveredHeal so observed that the Ildtkkddat oom door
some point and then r e mo\aesdews wereplacethtekegpthet ogr a
windows from opening, and holes on the bedroom door for a padlock. There were also locks and
alarms on food and beverage pantries in the kitchen and family room.

The officers and a DHS field worker interviewed the twonger girls about whdtappeed to

their sister, but they were guarded in their answers. The sisters blamed themselves and Sabrina
for bruises on their bodies, and they claimed no one would ever go without a meal. Officer
Sienkiewicz recognized a pattavhdeflection throughout the interview, and was very troubled

by one of the girlsdé declaration: AThey donot
Of ficer Sienkiewicz observed the younger gir]|
signaled to himshewaselar si ng in her mind what she had b
t hough [ she] was answering questions | Kknew s

Throughout the night, however, the girls became more comfortable and began to slowly open up.
Ofoneoft he si sters, Officer Sienkiewicz wrote, f
she saw a way out of this evil place. o

Officer Sienkiewicz then felt the evil he had sensed when he first saw Sabrina. The girls
revealed that they were instructed by their grandma not to say anything about the lock and the

camer a, and 0 naobto utto tshaey baenaytti nignsg 0 The girls
how a couple of weeks earlier their Dbrother h
head, stomped on her head, and broke her thum
stomzh with a hammer . On a shelf outside the g
room, Officer Sienkiewicz located a hammer. Al The girls]

Al The girls] had seen theDepqrtmentofHuman Hu man
come and go but they were still trapped in a hell that ng S€rvices come and go.but

one could begin to fat hon theywerestiltrappedina ., 0 Of f

Sienkiewicz observed. A[ Thellthatnoonecouldbegin ?r an e
power f ul contr ol by theirto fathom or i@@qtprfeh}]
reach out for help even though it was right in front of

them. o

The girls also revealed that their parents had threatened them if they told thétiuth.e y t ol d u
to Ilie to you guys, 0 said one of the girls.
and tell us after you | eave they wil/l cause u

As the officers and DHS prepared to remove the girls from the hofiiegiCsienkiewicz heard
the most horrible statement made that night. As he touched one of the girls on her back to get
her attention, the girlds entire body flinche
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think they are goingto hurtme,thd® s why | fl i nched. 0

Whil e police, paramedics, and DHS Maroank ssed t
Misty Ray, were on their way to Disney World with lagloptedorothers’

S a b r canse 6f seath waaterdeterminedy medical examiner®tbe severe malnutrition
due to denial of critical ca’@ The 16yearold was 4 feet, 7 ¥ inches tall and weighed just 56
poundst! The autopsy revealed that, based on the size and condition of her internal organs,
Sabrina was likely subject to starvatiover a long period of tim&

Fd | owing a police investigation, sever al me mb
They subsequently received prison sentences for their involvement with the maltreatment of

Sabrina and her siblings. Misty pleddguilty toone count of kidnapping in the first degree and

two counts of kidnapping in the third degee®d was sentenced to life in prison plus 20 years.

Marc pleaded guiltyo three counts of kidnapping in the third degree and one count of child
endangrment resulting in deatind received an 8@ear sentence.

Carla Bousman pleaded guiltyane count of negleaf a dependent person, two counts of false
imprisonment, one count of accessory after the fact, one count of obstruction of prosecution, and
two counts of child endangermerfshe received a 2fear sentence. Josie Bousman pleaded

guilty to one count of neglect or abandonment of a dependent person and two counts of child
endangermerdnd was sentenced to 14 years. Justin Ray pleadedtguiltg counts of willful

injury causing bodily injuryand received a 1@ear sentence.

Of ficer Sienkiewicz recounted in his report h
after he had spoken with them f fohat[theigviss hour s.
were now going to be free and once they walked out that door a whole new world was waiting

for them and | vowed to make sure they woul d

D H SS&CONFIDENTIAL BRIEFING

As Officer Sienkiewicz alluded to in his report, DHS was imtiety familiar with the Ray

family. At the time of Sabrinabés deat h, DHS
as a Category C childevelopment home (ihome daycare) The Raysvere previously an

approved and licensed foster care h@ndalso had been the subject of 11 child abuse reports.

I n response to our request for the agencyos i
abuse reports, foster care licensing, and daycare licensing, DHS informed our office that a

9 Lee Rood The short, troubled life of Sabrina Rdyes Moines Register, May 23, 2017.

10 Kelly Maricle, Medical Examiner: Sabrina Ray Diedi@fMa | nut ri ti on DuWHQ@ AugBte ni al of
16, 2017.

11 sabrina actually weighed less than she fhaglyears prior, when she was adopted by the Rays. Sabrina was

adopted byheRays on January 31, 2012, at age 11, and at that time, she weigh@dh®8. Six months later, she

weighed 53.8 pounds, according to ihél S Ganfidential Briefing Additionally, according to the police report,

Marc and Mistyb6s niece reported to | aw enforcement tha
only came up to her shoulder. o

2 Telephone call with Dr. Jonathan Thompson with the lowic®fif the State Medical Examiner on March 2,

2020.
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AConf iRreindfiiango summary was created in 2017 fc
investigatory document exists.

OMBUDSMAN INVESTIGATION

Wefirst heard ofSabrina Rayhrough media reports a few days after her death on May 16, 2017.
Weissued a noticef investigation to DHS on May 25, 2017, and requested all abide

intakes and assessments involving the Ray family, as well as copies of all records related to child
abuse and/or |icensing suspensions or revocat

The Ra investigation was the third child death case that we undertook within amsogitin

span. It should be noted, however, that there are other government bodies with oversight
responsibilities that had the authority to review the circumstances surrodhdingr i nadés deat
and DHSO0s actions in the case: the Child Fat a
multidisciplinary teams, anchild protection services citizen review panel§e examined these

entities and their capability of handling ardepth child death investigation in our investigation

into the death of Natalie Finn.

THE HIRING OF AN OUTSIDE REVIEWER

Foll owi ng S abHSiofficel@cknodledgethht the Ray case had some similarities
to the Finn caseOn May 16, 2017DHS anmunced its decision to hire an outside expert to
review DHS performance and make recommendations on how it could strengthen its practices
and support its staff to keep children safe from abuse and nEgRELS officials reporedon

June 5, 201,2hat thg chosethe Child Welfare Policy and Practice Gro@NG), a nonprofit
providing child welfare assistande,flook at all areas of system functioning and identify system
challenges and potential solutiéns Essentially, the§l be looking for any systerbarriers so

that we can target those areas for improveraent.

At that time, it was unclear whether the outside reviewer would examine tharldlRay cass
Shortly thereaftenye received clarification frona DHS official that CWG would not be
reviewingDHS3& handling of the Finn case or the Ray case.

BThis is distinct fr om ByehgofilNatalieeFinp, who slied om @ctolbeh2s, 201€,at h o f
while there was an open child abuse assessment. In that case, DHS conducted an intermaliefi t he depar tn
invol vement with the family, which |l ed to the release
office detailing the specific findings and conclusions of the internal review.
14DHSE& May 16, 2017, public statement read:

We are coordinating with law enforcement in investigating the death of/ad®Id girl from

Perry. We want to convey our deep sadness at the loss of this young woman. We are taking a

comprehensive review of our child welfare system and want to assyvalihie of our

commitment to protecting vulnerable children.

As a result, we are immediately beginning the process of engaging an outside expert to examine

DHS performance, and make recommendations on how we can strengthen our practices and best

support ou staff as we work to keep children safe from abuse and neglect. We are in discussions

with Casey Family Programs, a national child welfare organization, in identifying next steps in

arranging for this outside expert.
15 DHSGs press releas®HS Engages Natnal Expert for Child Welfare Reviedyine 5, 2017.
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CWG subsequentlissued a repodn December 22, 2011#tled filnitial Targeted Child Welfare
Revievw . 0 foOWGhd t hat DHS officials had been fortl
[

limited resourcesanmdh e chal |l enges of Adoing more with
report, a negative impact on staff morale and system performance. Regardless, the reviewers
beli eved DHS had a Afoundation of assegtso tha

leadership (the hiring of Jerry Foxhoven in 20%%),seasoned and dedicated workforce, and
committed community partners and families.

¥YFoxhoven was descr i-knewhara highly respected leader ia child pratectior andl family
|l aw, 0 according to a June 2017 presBoxkdbeas@&s bgmphey mé
DHS director ended two years later on June 17, 2019.
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Marc and Mi sty RaysoO daycare | icen
RAYSODAYCARE LICENSE

At the time of Sabr weaopeatimpdicensdd dayddre outof therd Mi st
home named ARaVybheofypPpensehidayoare they operat
devel opment home, 0 wdiegcarids A,BHBd G etpiraregaldatiens mustnt o ¢
be followed in order to maintamdaycare licens!’

Assuming DHSOGs practices and pr ocedhspecdon wer e
process when they started their chdievelopment home. DH&8ould have visited the home and
gathered certain documentation to show the qualifications and fitness of the provider artl home.
The three categories of chittevelopment homes require an annual, unannounced compliance

visit, and all homes must compléte registration process every 24 morithi areas of the

Raydés home were determined to be out of compl
allowed them a period of time to correct the issdeBepending on the area of noncompliance,

a second wit to their home may have been required to ensure full compliance. Otherwise,
DHS6s empl oyee manual wo u-dcdifythattheissaek hadheend t he
correcteck!

We learned that DHS approved Misty as a Category A daycare providenoh, @04. This
allowed her to care for up to eight children (six-pcdool age and two school age). Through the
years, the Rays continued to operate the daycare, expanding to a CategorydBwaidgment
home, and then a Category C, with Marc andt\listed as the two required daycare providers
for up to 12 children.

Throughout the 13 years the Rays operated a licenseddgvillopment home, DHS conducted

i nspections of the daycare, as wuegistrhtior®Onr evi ew
a number of occasions, DHS determined that the daycare was out of compliance in certain areas,

t hough no action was taken against the Rays©®

DHS6s unannounced home compliance visit on De
priortoSabri naés death five months | ater.

17 Child-development homes with five or fewer children in the home are not required to maintain a daycare license
through DHS. These homedowaCoee8@3¥Asi dered Aunregistered
18 1Jowa ADMIN. CODET. 4418 110. Prior to registration, the provider must complete minimum health and safety

trainings, as well as mandatory reporter trainings and first aid and CPR training. During the registration process,

DHS must conduatriminal history and records checks. DHS also conducts records checks on any other person in

the home who is 18 years of age or older.

191owA ADMIN. CODET. 4418 110.3 and 110.4

20 DHSG EmployeedManual, Title 2, Chaptel, Page52.

2Hd.

22 Accordingtor ecords availabl e, DHS c¢ onducdewldpmenbhome each yeare vi si
for the 13 years the daycare was in operation, with the exception of 2005, 2008, 2009, and 2012.
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Marc and Mi sty Raysd6 Daycare License

RAYSOFOSTER CARE LICENSE

In addition to obtaining a daycare license, the Rays also received a foster care license through
DHS.

DHS first issued Marc and Misty a foster care license on March 1, 2006. To be apfhveved,
Rays had to pass records checks, a home study, antbffame interviews2 DHS contracts

with private agencies to complete the home studies and review potential foster homes, and to
make recommendations to DHS; however, DHS retains final degisskimg authority whether

to issue a licens¥.

The Rays, as with all foster parent applicants, would have completed specialized training,

including mandatory reporter andrdiopulmonary resuscitatig€PR) training?® A license is

valid for one year fromite date of i ssuance and must be renct
was renewed every year until they chose to not renew. Their foster care license was officially

Aicl osedd January 28, 2016.

According to DHS records, the Rays had a total of 23 fosterptacements between 2006 and
2014, which resulted in four adoptions, including Sabfin8abrina was placed in foster care at
the Rays on April 1, 2011. Marc and Misty adopted her 10 months later on January 31, 2012.
The last children placed in fostegire with the Rays left the home on July 28, 2014.

Certain conditions require DHS to revoke a foster care license, including when any person

residing in the foster family home has been convicted of a crime orreasrd of founded child
abusereportsyhen t he foster parents are fAoperating \
sanitation, hygiene, comfort, orwddle i ng of the children in foste]
are misusing DHSurnished fund$/ DHS may also revoke a foster care licensemvtine

family:

DEails to continue to comply with all the licensing requirements in law and
regulation;

DEails to meet one or more requirements in the placement agreement;

DEails to notify the licensing worker of a move to another home within seven
working days after the date of the move; or

DRefuses to cooperate with an unannounced &fisit.

2 1owA ADMIN. CODET. 4415 113.

24 DHSG EmployeedManual, Tite 12, ChapteB, Page79.

251owA ADMIN. CODET. 4415 113.

®DHS6s Confidential Briefing.

2 DHS& EmployeedManual, Title 2, ChapteB, Page122. For criminal convictions and founded child abuse
reports, DHS has the discretion to determine whetheraheiction or founded report merits prohibition of the
licensure.

28 DHSE&G Employee8Manual, Title 2, ChapteB, Page123.
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DHS may make the decision to susgeificdnse,andt her
do so either as an emergency or tiim@ted suspension.

Suspensions may occur if the licensee fails to meet the licensing requirements and the health

safety, and welfare of a child placed in the home requires immediate actiorengelimay

under gol iamiit e inesuspensiono if the condition cr
threat can be corrected by the foster parent. In those cases, the parent must sign a written

statement that acknowledges the existence of the thresifiet and commits to correct the

condition?®

Between March 2006 and July 2014, lowa Kids®Naupport workers conducted a total of 19

visits to the Raysdé home. The support workers
the foster care ligese in 20061 According to DHS6s Confidenti al
noted during |l owa Kids Net support workerso v

recommended for license renewal every year.

While the Ray8license was never suspended or revoked, was once placed on
10, 2014, following receipt of a chiabuse report that same day concerning physical abuse and
Adeni al of <critical careo allegations. The h
license, but meant thdiey would not receive any future fostatre placements. Despite the

hold, DHS kept three fostearechildrenin the home

29|owA ADMIN. CODET. 4418 112.
301d. lowa Kids Net was a contracted agency that completed home studies and reviews of fostexttibatgime;

DHS now contracts with Four Oaks Foster & Adoptive Family Connections for these services.
sd.
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D H S dnsake and Assessment Process and the Five Child
Abuse Reports Received Between 2010-2013

D H S&NTAKE PROCESS

lowa law designates DHS as the agency responsible for receiving and investigating reports of
child abuse and ensuring that children are safe.

DHS is required to maintain a tdtee telephone line, available or24/7basis>?> Most child
abuse reports are received through calls tadidree Child Abuse Hotline operated by DES.
When DHS receives a chifibuse report, staff conducts an irgd& determine if the report
should be accepted or rejected. DS previously acknowledged:

Intake decisions are critical, because they represefifrtreg dooo to the child
welfare system. Balancing of the need for the department to protect arohld f
abuse against the possibility of unnecessary intrusion into a family is a delicate
one, but one that should always tilt toward protection of the 2hild.

TheCentralized Servicelintake Unit(CSIU) accepts childbuse reports Monday through
Friday, 8:00a.m. to 4:30 p.n¥®> AlthoughCSIUis open for only 42% hours in a typical week, or
roughlyone quarteof the hours in a weekhe unit on average handles three out of every four
child abuse report® Calls outside of those hours, including calls on veeels and holidays, are
handled through an aftérours oncall system

CSIU receives an average of 250 calls per®dafround 180 of those calls are intakes for child
abuseChild in Need of Assistance€(NA), and DependenfAdult Abuse (DAA)3® When a

persn calls the hotline, an automated system offers recorded information and several options.

The callerbés choices help route the call to a
never a busy signal, and calls are held within the systeiranstvered or abandoned by the

reporters®

32]owa CODE § 235A.143).

33 Child abuse reports can also be received by local DHS offices and the central abuse begBH$ said it isia
rare occurrence 0

34 DHS6 Executive Summargf the death of Natalie FinPage 2.

®DHSO6s response to our Finn report stated: AThe Depart:H
center in partnership with multiple state agencies. Wewarently working through the details of what this
comprehensive approach may include. 0

36 DHS, Centralized SA CY 2018019 Unit Strategic Plan
71d. According to CSIWs Operational Manualjn addition tochild abuse intakes, CSIU also receives sewvettar
types of calls:
A Child in need of assistance (CINA) intakes: These calls involve requests for juvenile court adjudication
concerning a child alleged to be a CINA.
A Dependent adult abuse (DAA) intakes: These calls involve reports allegirmydbpendent adult has
suffered abuse or neglect by a caretaker or througlselél as defined by lowa law.
AInformation and Referral (I&R): These involve calls which are not processed as a child abuse intake,
DAA intake, or CINA intake.
38 1d.
39 CSIUGs Operational ManualPage 10.
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According to DHS all phone lines answered by CSiktake workers i@ recorded and stored
electronically?® Management and informatieechnology staff have access to theordings
which are retained for threegrs. Two Saal Worker 4s listen randomly tne call eaclmonth
for every iavatpartiofequalitpasskrance adtivits.

Calls to the Child Abuse Hotlineutside normal CSIU business hoars answered by staff at
the State Training Scho¢BTS) in Eldord? The STS workers who handle calls to the Hotline
are not trained as intake workers; they function more like an answering service. Aftas a call
received the STS workerantactsafield worker who is on caih the county where the dti
resides. The STS worker relays the information to the field worker, who then cakpdineer

to conduct an intake.

DHS accepts a child abuse report for assessment when three criteria are met:
1. The alleged victim is a child, defined as any person uh8g?

2. The alleged perpetrator is a caretalatefined as a person responsible for the care of the
child;* and

3. The alleged incident falls within the statutory definition of child atffise.

Every new intake is assigned a timeframe for a supervisor to awoegpect the child abuse

report. There are only two options: one hour (where there is high risk of injury or an immediate
threat to safety); or 12 hours (where there is no high risk of injury and no immediate threat to the
child).

D H SSA\SSESSMENT PROCESS

The preamble to DH® childwelfare administrative rulegadsfi fie assessmebtsed

approach recognizes that child protection and strong families are the responsibility not only of
the family itself, but also of the larger community (including forarad informal service
networks)o*’

When intake staff accepts a child abuse report for an assessment, the case is assigned to a field
workerto evaluate the chil@ safety and theafmi | y6s strengths and needs
decides if steps need tbe taken to ensure the chiddsafety and/or to involve the family in
supportservices.

O“DHSG6s November 2, 20U inquirylmade inthe Fino investigaiop.o n s e

4d.

42The STS is a residential facility for male juvenile offenders that is managed by DHS.

43]owa CoDE § 232.68(1).

441owA ADMIN. CODET. 4415 17521

4 lowA ADMIN. CODET. 4418 17524(1)(b). Analleged perpetrator can also include a person who resides in a
home with the child, if the allegation is sexual abuse as defined in lowa Code section 289(88&) amended by
2016lowa Acts, Senate File 2258; or a person who engages in or allows child sex trafficking as defined in lowa
Code section 232.68(@)(11) as amended by 2016 lowa Acts, Senate File 2258.

46 1owA ADMIN. CODET. 4418 17524(1).

471owA ADMIN. CODET. 4415 175 (Division I, Preamble).
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There are twaypes of assessmentgschild abuse assessmeda family assessmefit. The

family assessmeis for fless serious allegations of child neglét.It is only used infidenial of
critical car@ cases where the child is not in imminent dart§efhe family assessmentniot

used in physical or sexual abuse cases, or other types of serious abus€lwmsggent of the
family assessment is to match féigs with services and supports, such as counseling or public
assistance! A field worker must begin a family assessmeithin 72 hours of receiving the
report The case is reassigned to a child abuse assessnyaimhe it appears the child is not
sake.

An accepted intake will lead to a child abuse assessment when it involves saqcradental
physical injury, or an injury that does not match the history given for it, that is suffered by a
child as a result of the acts or omissions of a personnsipe for the care of the chifd. In
addition, any allegation involvinigdenial of critical car@that alleges imminent danger, injury,
or death to a child will result inehild abuse assessm&htA field worker must begin a child
abuse assessment witt24 hours of receiving the report.

All assessmestarerequired by law to address child safety, family functioning, culturally

competent practice, and family strengths and n&ede primary purpose of any assessment is

to protect the child named in the report, while the secondary purpose is to engage @e child

family in supportservices, if necessary, to address any needs identified by the field worker.

The information gathred during an assessment is documentediint her a AChi | d Pr o
Services Family Assessment Summaryo or a fAChiI
Summaryo for m.

Field workers are advised that an incremental response is possible duringtisenass process;
the appropriate path for each case depends on the unique characteristics of each family and
situation®® If a field worker has concerns about a césldafety or a famis functioning, the
worker is required to conduct a more intensiveeasment until those concerns are addre¥sed.

With the consent of the parent or guardian, a field worker may visit the hoaahibdd named in
areport to interview or observe the chifd The alleged victirts siblings and any other children
under the car of the alleged perpetrator must be interviewed to ensure their safety and to

48 |owA CODE § 232.68(5).

“From a May 1, 2015, presentation, t iBureeda ui Ddhfifeefr efnotri ad
Bureau of Child Welfare and Community Services.

%See Al owa Child Wel fare Assess nmtpsi/databwa.gdviPelcosi ti on, C
Safety/lowaChild-Welfare Assessmentby-DispositionCoun/er5ekmgag

51d.

52 |owa CODE § 232.71B(1)(a)(1).

531d.

541owa CoDE § 232.68(5(a).

55 |owA CODE § 232.71B{)(b).

56 DHS6 EmployeeéManual, Title 17, Chapter B(3fage 3.

571owA ADMIN. CODET. 4418 175.25(5)(a)(2).

58 |owa CODE § 232.71B(6).
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determine whether they witnessed the alleged alSus#l.assessments must include a safety
assessmetftand a risk assessméhts well as an evaluation of the home environrfent.

Field workers are trained to observe the dsikehvironment tgather evidence ardktermine
whether it poses a safety riskuch as dig useandadequacy of foof® If permission to enter

the home is feised, the juvenile court or district court may, upon a showing of probable cause,
authorize the field worker to enter the home and interview or observe thé&child.

A child abuse assessmeatjuires a determination of whether abuse occurred, and if so, a
determination of whether the incident should be placed on the central abuse P2disizy.
determination of whether abuse occurred is basedipreaonderance of evidenstandard®

In contrast, a family assessmeiaes not include a determination of whether abuse occtirred.

2010 CHILD ABUSE INTAKES AND ASSESSMENTS

DHS responded to our May 25, 2017, requestifoid abusdantakes angssessmentsy
providing us with 10 of the 11 childase reports that were filed on the Ray family. The first
child abuse report was dated October 15, 2010, and the last was dated November 2, 2015.

Three child abuse reports filed in four months

DHS received a childbuse report froma school employeen October 15, 2010, concerning a 5

yearold foster care child living with the Ray#ccording to he intake documenthe reporter

alleged that Marc and Misty lockélde childin a closet as a form of punishment when she
defecated in her pants. Therepoitendi cat ed that the information
sibling, who also lived with the Rays.

The intake was accepted for a chalobuse assessment. According todhiéd protective
assessmergummary,the foster care chiltbld the field workein aninterview at school that

when she gets in troubl e s hFhefleldworkeralsogo t o At
interviewedt h e csiblind, Whod seported the issue to school staff. The sibling indicated that

At hey play | ock o0 hagetdingoahble atthe Bayk ed when s

The assessment summary indicates that the field worker made multiple unannounced visits to the

59DHS, How-Do-1? Guide CPS AssessmebBage5 The Title 17 Appendix describes
for departmental staff regarding gener al procedural st
80 A safety assessment identifies and addresses imminentthreatsa chi | d6s safety, accordi |

2, 2017, letter of responsge our inquiry made in the Finn investigation
5DHSG6s November 2, 20U ihquirylmade inthe Fino investigasepatE that @ risk

assessmentisapredi or for a chil dés f uPaugree 8r ioskfduwHBEI0edb QPSe . Acco
Assessment A" A ri sk assessment é |l ooks at the I ikelihood of
about the provision of services to the familybaggcbn t he fami |l yéds strengths, needs,

521owa CODE § 232.71B(4)(a)(2).

63 DHS, How-Do-1? Guide CPS AssessmelRage 5.

541owa CoDE § 232.71B(6).

8 1owa CoDE § 232.68(5[b). In completing a childibbuse assessment, field workers must make an allegation
finding of either founded, confirmed, not placed on registry, or not confirmed.

%DHS6s Employeesd Manu®ged. Title 17, Chapter B(1),
57 1owa CoDE § 232.68(5)(c).
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home and observed the closets in the home. One bedroom was found to have a lock on the
outside of the door, but it was not fitioning. Another bedroom, the one belonginghie foster

care childand other girls, had an alarm on the door, which Marc explained was for purposes of
letting them know when the children were up at night, and was not a lock. Marc denied locking
the chld in a closet.

The assessment summary concluded that it could not be determined the Rays were using the kind
of discipline alleged.

While reviewingthisintake report, weliscovereda childabusereport that had not been provided
to our office. The reppwas filed on August 2®010, two months prior to the first report we
received DHS records suggest that tigake wasaccepted, and an assessment had been
completed on September 21, 2010. Marc and Misty weralldged perpetrateandone of

their adopted daughtewasidentified aghealleged victim. At that timghe child would have
been5 years old

Asked why wehad not received records associated with the Asked why we had not
August 20, 2010, child abuse report, DHS said that all received all of the
records connected with this intake and assessment were
expunged on August 22, 2015, in accordance with the
depar t meanrécorgetedtion schedul® As a result,
no other information is available about either the intake or t
assessment, including who the reporter was, the type of ab retention schedule.
alleged, and the outcome of the assessment.

records, DHS said they
had been destroyed
pursuant to its 5-year

It is notable that the October 2010 report, and another report receiMedember 2010, were

both retained by DHS despite its record retention policy. If DHS policy had been followed, both
subsequent reports and assessments should have been expunged shortly after the August 20,
2010, intake and assessment records were geoun

Despite the October report having been fAnot ¢
assessment made a separate child abuse report on November 2, 2010, to DHS with concerns
about t he Raytshée afba sltietmentetibeallemesdst iAtcdrding to the

intake document, the field worker reported tinat childhad several severe behaviors and had

missed several therapy sessions.

The intake was accepted for a child abuse assessment and assigned to the same field worker who
made he report and handled the previous assessment. According to the assessment summary,

the field worker spoke with h e cntemtdthdaditsservices provider and learned that she had

not received any individual ¢ caunsslieglfar meg , despi
worsening behavior

The field worker determined that services were needethéochild However, Marc and Misty
reported to the field worker that they could no longer haneiéehaviors, and it was decided

68 Jowa ADMIN. CODET. 4418 175.32.
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that the child would belaced in a different living arrangement. The finding of the child abuse
assessment was not confirmed.

We received information that, as the result of the child abuse reports received in 2010, the
Western Service Areawhich covered Carroll had concers about the family and determined

that a corrective action plan was needed to address issues relating to training. But shortly after
these reports were made, the family moved to Perry, lowa, which is part of the Des Moines
Services Are&® The responsibily of implementing a corrective action plan was transferred to
the Des Moines Service Area.

It does not appear, however, that this ever occufred.

Aftert he Rays®6 move back to Perry, Sabrina was p
formally adgted by the family on January 31, 2012.

Abuse allegations not shared with daycare licensing

DHS6s Empl oyeesd Manual states that #fAWhen it
child-development home, the protective service worker will immediatébym the child care

regi str at’iTohne wdoarykcearr.ed | i censing workerds role
to Afocus on compliance issues with the child

When a daycare licensing worker is notifief child abuse allegations, it is considered a

complaint against the daycafe DHS may deny, suspend, or revoke a registration if it has been
shown that the provider(s) are not operating the daycare in compliance with lowa law or rules, or
if DHS findsa hazard to the safety and wie#ing of a child that is not corrected by the

provider/®

We found no indication that the daycare licensing We found no indication that
worker was informed about the allegations raised in | the daycare licensing worker
any of the child abuse reports received about the Ral 55 informed about the

in 2010. allegations raised in any of the

SEPTEMBER 13, 2013 REJECTED INTAKE child abuse reports received
about the Rays in 2010.

Shelby Messersmith was a Family Safety, Risk and
Permanency (FSRP) worker assigned to-gdd#rold
child who was placed in foster care with the Rays in 2013. FSRP workers contract with DHS to
Apromote safety,-bpenmahencyghi addewel under DHS
services include intgentions to preserve families, managing family reunifications, and making

59t is our understanding that the Rays moved to Carroll in August 2009, after previously residing in Perry. The
family subsequently moved back to Perry in January 28&é.also lowa Department of Human Services Service
Area Map 2017 Https://bidopportunities.iowa.gov/Home/GetBidOpportunityDocument/9c2 7862484 7d49e31

66081cbde4 783

0 Telephone call witta DHS prevention psgram managesn March 2, 2020 Sheshared that she believes that the
failure of the Des Moines Service Area to i mplement a
"L DHSG Employee§Manual, Title 2, ChaptelF, Page64.

21d.

73 lowA CODE § 237A.
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adoptive or guardianship placements for children who cannot return fiofine company
Messersmith worked for was Midwa Family Therapy Clinic (Midowa).

Messersmith made a chigdbuse report to DHS on September 13, 2013, alleging that Misty was
notrefillingt he f o st e Ritalin preseriptionhiThe childtadd Messersmith that he had

been without his medication for two months and had been struggling in school. Aaltyifion
Messersmith reported that Marc and Misty call
parents on what was referred to as fAmeth Face

The intake worker discussed the allegations with her supervisor, Mike Allison, who made the
deermination that the report would be rejected. The rejection explanation provided on the intake
document stated Ainsufficient reason to suspe
then referred to the assigned DHS ongesegvices worker to baddressed with the Rays which,
according to DHS6s Confidenti al Briefing, occ

In additiontohe r eport made by Mesmwies veorkerfothechi HS6s on.
contacted the foster care licensing wonkeggarding concerns that Misty had called the child and

other children in the home inappropriate names. Although

the ongoingservices workr did not believe that the

treatment amounted to abuse, she wanted to make the | We found no indication that
foster care licensing worker aware of what was happeni| day-care licensing staff

in the home. were informed about the
child abuse report, as

We found no indication that daycare licensing staff were required by DHS policy.

informed about the child abuse report, as reguby DHS
policy.

SEPTEMBER 20, 2013 ACCEPTED INTAKE AND ASSESSMENT (NOT CONFIRMED)

DHS received motherchild abuse report frortvlessersmith on September 20, 201Bis time
concerning three adopted children in the Ray hoAezording to he intakedocument
Messersmith alleged that Marc and Misty physically ab®sdatina and her sisters
Specifically, she c¢cl aimed that the chil d

re
Asl al[pPaeldri nadé eofstechair 0 whlaeed het Homewarkh i | d

n w
had
Messersmith also reported that Marc and Misty withheld food from all three girls as a form of
discipline.

The intake was accepted for a chalobuse assessment. According todhiéd protective
assessmergummary,the field workermade an unannounced visit to the Ray home and learned

that the Rays admitted to using physical punishment on their children. The Rays described the
degree of the contact as an offmded swat on the bottom or a swat near their mouth. Misty
reportedthat he maj ority of the time (A85%0), they u
Misty denied spanking their children in the basement.

4 https://www.miftc.com/services/
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Marc and Misty also denied taking away th
had to monitor the childréns f oo d[ Balb aus aodr$e soibssteesrsseld wi t
would hide food even after they just ate a meal.

The field worker spoke t8abrina and her minor siblingtone. Sabrina and her sistarsported

that they do not get spanked, and insteatbdgone out or their room when they get in trouble.
Sabri nads mi n oeporteddodhe warker thatMdsty spanked Sabrina with a belt,
but Sabrina stated that was not true. The children also reported that they had plenty of food to
eat in tle home and did not get food taken away as punishment.

No referral was made to DHS daycare licensing staff about the child abuse report.
SEPTEMBER 22, 2013 DAYCARE LICENSING COMPLAINT

During the course of this assessment, a separate complaint was meitietdil@HS daycare

licensing on September 22, 2013, by an employee fromldid, the company that provided

FSRP services to DHS. The employee was also a mother, whose child previously attended the
Raysd daycare. She r ep ovdingicpropdr mdals dMdwece and Mi
engaging in improper discipline and supervision. She further explained that the Rays had
inappropriate conversations around the children and called the children degrading nicknames.

This was the third person to claim tila¢ Rays were calling children inappropriate nafes

TheMidl owa empl oyee also stated that Sabrina hai
and was Astarved for soci al i nteraction. 0

Daycare licensing staff initiated an investigation, and two wonkisited the Ray home on
October 2, 2013. DHS documents indicate that
any evidence from complaint allegations. 0

The DHS field worker handling the open child abuse assessment spoke with the daycare
licensingstaff about the concerns as well. The assessment was completed on October 18, 2013.
The field worker determined there was insufficient information to show that physical abuse had
occurred or that Marc and Misty were withholding food from the adoptedrehil She found

that the Achildren were observed to be thin b
that they had plenty of food to eat. The allegations were not confirmed.

Though it appears that the daycare licensing staff completed atigaties, it was the result of
a complaint made directly to that unit. It was not based on a referral from the child abuse intake
unit.

brinads deat h, Carl a Bousman referred to
d |l aw enforcement. A yearold @Weighed ontydl DHS6s Col

“Foll owing a
n
e t iandéad prévioBly feeniameadica praliden at the University of lowa Hospitals
i
e
a

S
responders a
pounds at th
and Clinics
of ficer wrot
any way for

n March and October 2013 ©o6Alkwednferoemént st at ul
in the pol i cdemeanmgandcruel huaalso notappropriatenime nt wa ¢
human being |l et along a young girl .o
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ANALYSIS

We are unable to make any findings regarding the August 20, 2010, accepted intake and
assessment becausgganr ecor ds of the case were destroyed

policy.

Accepted intakes are retained based on the fi
confirmedo chil d a lkeptoefivayeasseos favenyeanstfrethealatecof t 0 b e
closure of the service record, whichever occurs fité&.s s e s s ment summari es of
child abuse reports are kept on the Child Abuse Registridfgears (orl0years after the most

recent confirmed abuse when the same victim or peesponsible is placed on the Retgy).”’

It is unfortunate that records from the August 20 intake and assessment were unavailable to us,
as this was the first of three accepted intakes received within antiorgd period in 2010.
Additionally, we areunaware why or how the August 2010 intake and assessment were
unavailable, while the October and November 2010 intakes and assessments were available.

Based on our review of the October 15 and November 2, 2010, intakes and assessments, we do
not have any mjor concerns with how these were handled. It is worth noting, however, that the
allegation in the October accepted intake led to the field worker discovering bedroom doors were
fitted with an alarm system. Seven years later, medical personnel respniiegmergency

cal l about Sabrinadéds death noted that there w
door/8
What is most concerning is the information we

Service Area to implement a correctiveiac plan with the Rays following their move back to

Perry. Although there are limited details regarding the corrective action plan that was envisioned
by the Western Service Area while the Rays were in Carroll, it is apparent that DHS determined
review and oversight with the family was necessaBgcause athing was implementethe

Rays maintained their fosteare status and latadoptedSabrina.

Regarding the rejected intake from September 13, 20! Although name-calling may not
we do not, for the most part, have concerns with the | met have the definition of child
manner in which this was _handled. It was appropriate abuse, it is an important
referred_ to the ongoingervices worke.r, and CONCerns | . i —0r as to how the Rays
were raised at the family team meeting. This was, o

however, the first instance in which it had been report; diminished and treated
that the Rays were using inappropriate namiking and | children in their home.
nicknames for the children in the home. The issue arose

again ina complaint made to daycare licensing around this same time by both the DHS ongoing
services worker for the foster child as well as a-lMida employee. Although the naralling

may not have met the definition of child abuse, it is an important indiaattar how the Rays
diminished and treated children in their home.

76 1JowA ADMIN. CODET. 4418 175.32(3)(b) and 175.32(4)(b).
77 DHS, Notice ofChild Abuse Assessment: Foundd@d0-3243 Rev. 3/17)
8 Mandatory Reporter form bmitted by Dallas County EMS paramedic, May 15, 2017.
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We also found that the September 20, 2013, intake and assessment were, for the most part,
appropriately handl ed. However, it is notabl
the appearance of the children, and specifically Sabiiihe. field worker documented that the
children appeared thin 0Ab-dowaempldyeeavorsubmitted& | vy t h
complaint to daycare licensing during that same time period statedttf®a br i na was @ ex
thin.o The September 20 ac-cemtpdckildabuserepprkse wa's

t hat would be filed against Marc and Misty un

One criticism we do have for all the child abuse repextsived during this timeframe (for

which we received records) is the repeated failure to share information about the allegations of
child abuse with DHS daycare licensing stdffThough daycare licensing did complete an
investigation into a complainteeived from a Midlowa employee, it was not the result of the

child abuse report received around the same time period.

CONCLUSIONS AND RECOMMENDATIONS

The DHS Empl oyees 6 [vizemitisaallegad that chiddalbuseshastodeared inf

a childdevelopment home, the protective service worker will immediately inform the child care
regi str at® Tohne wdoarykcearr.ed | i censing workero6s role
to Afocus on compliance i ssues with the child
When a daycare licensing worker is notified of claldise allegations, it is considdra

complaint against the daycafeWe found no indication that daycare licensing staff were

informed about the allegations raised in any of the child abuse reports filed in 2010 and 2013.

Thisinvestigation, as well as our investigation into the deétlatalie Finnhas brought to light

the problentreated byp H S insted recordretention policy.Becauseeacords from théugust
2010intake and assessmemére not availableve were unable to assess whether that report
included any foodelated allgations as later reports wouldThe September 20, 2013, intake

and assessment was the first instance in which-feladed allegations were made against the

Rays. This early case could have been an important tool for any intake or assessment worker to
connect the dots when additional chélduse reports were made.

Older records are equally important to an outside reviewer such as the Ombudsman. The
absence of records prevents us from reaching
responseto the August 2010 report. Additionally, the inconsistent retention of child abuse

reports and assessments is significant.

In response to questions posed during our Finn investigation, Vern Armstrong, Administrator of
DHS6s Divi si on olfl uskhatenhirdaini@gegerything inothe sligital age costs
money and resources. It is not clear what the actual costs of maintaining these files would entail,
and it is hard for us to believe digital storage costs for these files would be overly bordenso

Our position is that any potential cost is offset by the benefit of identifying patterns of child

abuse and preventing potential tragedies as occurreddaddses. Record retention policies in

7 DHS& Employee§Manual, Title 2, ChaptefF, Page64:i When it i s alleged that child
child development home, the protective service worker will immediately inform thecclsild e r egi strati on
%DHS6s Employeesd Manual, Title 12, Chapter F, Page 64.

8l1d.
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several other states acknowledge that multiple reportdving the same subjecisregardless of
whether the intake was rejectiegustify longer retention of child abuse records.

A comparison of other statesod6 record retentio
New Hampshir e 6 srotétive 8eaviges Blireal) hetainsdejeBted intakes for a

minimum of four years. If the Bureau receives another réporicerning the same alleged

perpetrator or the same child or any siblings or other children in the same household or in the

care of tle same adultduring that timeframe,i tshalfiretain information from the prior and

subsequent reports for an additional 4 years from the date a subsequent report is [rejected], an
additional 10 years from the date a subsequent report is deemed unfanigdlefinitely if

the subsequent report is deemed fodnded or un

For intakes that are accepted angger an assessment that confirms child abuse occurred, the

Bureau retains those founded reports indefinitelyyasl | as reports that are
reasonabl e concern. o Ot her unfounded reports
another report about any of the same subjects during that timeframe, the retention period is

extended another 10 ges from the date the subsequent report is rejected or deemed unfounded.
Unfounded reports can be kept indefinitely if a subsequent report is founded.

A

|l ndi anadés Department of Child Services (DCS)
calls for 21 years from the date of the call. Unsubstantiated case files are kept for 24 years after
the birth of the youngest child named in the assessment report as an allegetf Vix@s:.

retains substantiated case files indefinitely, unless expungement etthd is ordered by a

court or administrative law juddgé.

We believe that increasing receretention timeframes by adopting laws similar to those in New
Hampshire and Indiana would help DHS staff identify patterns of child abuse and help protect
the safey and welfare of children in lowa.

Identical to the recommendations in our investigation into the death of Natalie Finn, the
Ombudsman recommends that DHS:

1. Modify its administrative rules to increase the retention period for childabuse
intakes andassessments as follows:

a. At least five years for rejected childabuse intakes, and an additional five
years if DHS receives another reportoncerning the same subjects or any
siblings or other children in the same household or in the care of the same
adults during that timeframe.

b. At least 10 years for ficonébusemedo and i
assessments, or 10 years from the date of closure of the case file, whichever

82 http://www.gencourt.state.nh.us/rsa/html/X11/269169-C-35-a.htm

83 https://www.in.gov/dcs/files/2.13%20Expungement%200f%20Records. pdf

8%l ndi anad6s policy appears to make no menti dakesmfst r ej ect e
be retained.
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C.

occurs later. In addition, if DHS receives another reportoncerning the
same subjets or any siblings or other children in the same household or in
the care of the same adultgluring that timeframe, DHS shall retain these
abuse assessments for an additional 10 years.

|l ndefinitely f abusedssessmen.edo chil d
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2014 Events and Issues

Between April and November 201BHS receivedive child abuse reports about tRays Of
thosefive reportsthreewere rejected antivo were accepted for assessmetring this seven
month time period, other events and issalesoccurred with the Rays that were significant to
our investigation.

APRIL 10, 2014

Three different units within DHS were involved in the April 10, 2Gdl®gations of abuse: child
abuse intake and assessment, daycare licensing, and foster care licensing.

1. Accepted intake and assessment (not confirmed)

DHS received a childbuse report regardir®pabrina (then age 1and her two sisterghen age

9 and7) on April 10, 2014, fromthe mother of a child who was formerly in foster care with the
Rays. The call was made during business hours and handled by a Centralized Services Intake
Unit (CSIU) worker.

The audio recording for this call shows that the molttael a number of concerns about the three
adopted siblings, and indicated that the information came from her son. The mother relayed her
sonds allegations that the girls did not get
floor and watch evgbody else eat. The mother stated that the oldest (Sabrina) resorted to

sneaking food from the trash to feed her siblings. She also shared that Marc and Misty had made
the three girls fight over a Twinki eéiaedorefe

The mother also relayed her sonés allegation
the basement, and that there was video footage of one of these incidents. The injuries reported
were bruises, cuts, and bloody noses and lips.

The moher told the intake worker that she worried about the safety of other children in the
home, as the Rays had a number of children in the daycare.

The intake document <classified the allegation

According tothe intakecall, the worker told the mother that the preliminary decision was to
accept the report for an assessment. The imegd@tdocuments thabocial Work Supervisor
(SWS) Mike Allisonreviewed the intake report and made the final decisi@tdept the report
for a child abuse assessment.

The assessment was handledali3HS field worker. According to thechild protective
assessmergummary,she made an unannounced visit to the Ray home the same day the report
was received.

The workerinterviewed Sabrinand her sisteralone. The children denied that Marc, Misty, or
anyone else had ever hit them or made them fight each other for food. They also denied that they
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had to steal food or were made to stand for long periods of time ahment® Instead, they
stated that they were given three meals and two snacks each day, and were made to sit in time
out when disciplined.

The field workerdocumented in the assessment summary that she spoke with Misty regarding

the allegations,and Misyhar ed t hat all three girls fAhave g
origin.o Marc and Misty denied restricting f
As for punishment, the Rays indicated that they typically used time outs, bub#tebeen a

few occasions in which the children were fiswa

their clothing. Marc and Misty specified that disciplinary swats would not leave a mark.

While at the homehe workeralso spoke witts a b r i n aatlgptedvbroth@who stated that

food was not restricted, nor were his siblings made to fight for fetetdid indicate that he was
scared of being spanked and that his sisters
from being hit.o

Shealsopoke with Justin Ray, Mistyodos biological
nor were they treated any differentfy.

The workerthen contacted the DHS ongoisgrvices worker, Marcia Hoffman, for additional
information on the family. Hoffmant éhe time was working with the family concerning three

foster care children who were placed with the Rays. According to the child protective
assessment summary, Hoffman reported that she had made unannounced visits to the home and
had never seen any fobding withheld or maltreatment of the children.

During the course of the assessmérg, field workercontacted several collateral witnesses,
including the former foster child whose mother made the report, as well as the former foster
chil doéos ¢Tlamadrgpartedeby thesformer foster child that he had never seen a video
of any abuse, nor did he have any concerns about the Ray children.

Shemade an additional collateral contact with the foster care support worker for the Ray family,
who reportedhat she had worked with the family for more than a year and had made both
announced and unannounced visits to the home. No concerns were noted about the care of the
children.

According to theassessmerdgummary the workermade a phone call to a confidiethinformant

85 The allegation of the children standing as punishment was not made during the April 10, 2014, intake call. This
allegation was made in subsequent reports to DH&poih 24, 2014;May 7, 2014 and on November 25, 2014t

is notclear whether the field worker asked a question specific to whether the children had to stand as punishment, or

if the children offered this information.

86 Justin would later plead guilty to two counts of willful injury against Sabrina following her.d&#éy

Wellendorf,Justin Ray sentenced to 10 years in prison following death of Sabrin&@&ay,Chief, February 16,

2018. Ailn court, Ray admitted to pushing Sabrina Ray
also admittedtokici ng Sabrina Ray in the head, causing a cut on
87 According to DHS policy, field workers are instructed to interview anyone who is familiar with the child and

family who can provide additional informato® HS 6 s Empl oyeesd Manu®dge32alFort | e 17,

a detailed analysi®garding identifying and contacting collateral withessesPages59 6 2 i n t he Ombud s m:
investigative report on the Fiomm odsé¢ heidetthgedy Naft ak|
available atttps://www.legis.iowa.gov/docs/publications/Cl/1130515. pdf
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2014 Events and Issues

to discuss the allegations. We received no information regarding who the informant was or the
details of the discussion.

The fieldworke'mad e a second unannounced home visit
document ed [andletsistér§vard happity anteracting with the daycare children.

They were getting ready to have a snack with the daycare children and seemed happy and well
bonded to Marc and Misty. o0

The case was staffed wigtsupervisor, and the ultimate

This child abuse report determination was a finding that the physical abuse and

was the second report failure to provide adequate food allegations were not
received by DHS in a six- confirmed. The workersubmitted the findings of the

month period which had Investigation to her supervisor on May 5, 2014, and the
nearly identical allegations child abuse assessment was signed by the supervisor and

of physical abuse and closed two days later.

failure to provide adequate This child abuse mort was the second report received by
food to the adopted DHS in a sixmonth period which had nearly identical
daughters. allegations of physical abuse and failure to provide food to
the adopted daughtet®.The reports were made by two
different individuals.

2. Daycare licensing referral

A referral to DHS&6ds daycare |icensing ni
was made. The referral was required unde
compliance issues with the child care law and the requirerhents r e g% st r ati on. o

u t wa
n r DH
The daycare licensing worker made an unannounced compliance amtiagiobn the Ray

home on April 16, 2014. In addition to interviewing Marc and Misty, the daycare licensing

worker reviewed meal plans, reviewed discipline poliay practices, observed current food

supply on hand, and looked over the posted menu for the monthly lunches. It was noted in the

complaint documentation that Athe cupboards a
appropriate and nutritious supplies fora&l t hy di et . 0o

The daycare licensing worker also observed some daycare children engaged in free play, while
others were getting ready for a nap.

Ultimately, the daycare licensing worker determined that there was no evidence consistent with

the reported compl aint. He wrot e, il have no
compliance with policies related to nutrition and disciplinary practitéswve closed out my
compl aint investigation. o

88 The first report was received on September 20, 2013, by the FSR&esemarker.
89 DHS& Employee§Manual, Title 2, ChaptelF, Page64.
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3. Foster care |icense placed on Ahol do an

A DHS foster care licensing worker received notification of the April 10, 2014, accepted intake

and made the decifsdsotnert oc grl ea clée ethdieesaedifoggasotin h o | d .
to staff at lowa Kids Net that the Rays were placed on hold due to a child abuse assessment with

Al ots of all egations. 0

At the time of the April 10 accepted intake, there were three siblingsterfoare with the Rays.
The childreri i t h e  NPii Wdreeplacedwith the Rays on April 4, 2014, just six days prior
to the child abuse report.

The following day, a staffing was held between a foster care licensing worker and supervisor, the
DHS ongang-services worker handling thdiller foster care placement and her supervisor, and

the field worker assigned to the April 10 ass
Confidential Briefing:

Licensing questioned if foster children should be ethvOngoing worker Marcia
Hoffman, CPW supervisor Jennifer Carlson and ongoing supervisor Mark
Chappelle thougf they should remainPlan developed during licensing staffing
that they cannot use physical discipline with foster children or day care ckitdre

The April 11 staffing confirmed that the Rays
future placements, but tiMiller children would not be removed from the placenient
essentially, there would be maslifteddi ti onal pl a

During an interview with us, former DHS supervisor Mark Chappelle stated that, though he does

not recall advocating for thdillerc hi | dren t o remain in the Raysb®
ongoingservices worker, Hoffman, to look out fibre children. He explained his thought

p r o c ktlink we cén protect these kids, | think we can keep a close eye ofithean d o n 6 t
want to disrupt those kids agabdbn. Il think th

Chappelle also provided us with an explanatn f or t he deci si on to pl ac
famiThyer efds somet hi ng happeniinwe tchaenréet pweo vdeo nic
dondt have enough fofibwt swedree sn @tn mgrekide ¢ vtox ap |
there. o

% For confidentiality purposes, we have created a pseudonym for this family.
%I Notably,thisipl ano t hat was developed i s moegadingérpoal recitatio
punishment
The department of human services shall adopt rules prohibiting corporal punishment of foster children by
foster parents licensed by the department. The rules shall allow foster parents to use reasonable physical
force to restrain a fostehild in order to prevent injury to the foster child, injury to others, the destruction
of property, or extremely disruptive behavior. For
means the intentional physical punishment of a foster childsAfe r par ent 6s physical <co
body of a foster child shall not be considered corporal punishment if the contact is reasonable and
necessary under the circumstances and is not designed or intended to cause pain or if the foster parent uses
reasonhble force, as defined under section 704.1.
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RegarihngDHS 6 s admi ni st r a the decisimrsto planevthe Rédy® mieon € n § @
ihol do for future placements, DHS Siared that
t hat IS

Penning t h home was not to be used and
The Rays remained on f_ " "7 Cal f al most
two years until their foster care license was The Rays remai n|

officially closed on January 28, 20166 months | Status for almost two years until

bef ore Sabrinaés deat h theirfostercare license was DHS, th
license was closed on this date because the Ray officially closed on January 28,

chose not to renethe license. 2016.

APRIL 24, 2014 REJECTED INTAKE

While the prior child abuse assessment was still adiiAS received motherchild abuse report
regardingone of theMiller childrenon April 24, 2014, from FSRP services worker, Shelby
Messersmith. This wake third report that Messersmith had made concerning the Rays in the
past seven montH$. The intake call was made during business hours and was handled by a
CSIU worker.

Messersmith explained during the call ttiet fostercare childreported to her thaviarc and

Misty were forcing him to eat food he did not like, which made him throw up in his mdta#h.

child had told her that the Rays would not allow him to go to the restroom when he threw up, and
instead made him either swallow it or throw up onphége and eat it. She also indicated that

child was not given anything other than water to drink.

During the call, Messersmith told the intake worker thaMiiker children eat a lot of food
during their visits with their biological mother. Sheashed t hat one of the
indicated that the child eats Atons of foodo
are chunki er c¢hi |l dheallegedchild victirmaythavelpspsenserweight t h at
since being placedith the Rays.

_ Messersmith also reported thiae childshared that when
Messersmith stated that his 4year old brother had actgnts in his pants, Marc and
Marc and Misty no longer Misty made him stand in the corner all day.

allowed her to come into
t he home ¢é wh Whilemakingthe report of child abuse, Messersmith shared

some of her own personal experiences with the Rays. Marc
and Misty no longer allowed her to come into the home
when she dropped the children off after visits, which caused
her more concern abourtd safety of the children.

her more concern about
the safety of the children.

Messersmith recounted that the previous day, she was denied entry into the Ray home following
a visit with theMiller children. She described this incident in a FSRP report dated May 9, 2014:

92 SAM refers to Service Area Manager.
93 The first report Messersmith made was on September 13, 2013, and second report was on September 20, 2013.
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i Wherglh€ t o Mar,Marawad at tle dedr staiding in the doorway so FC could

not wal k inside. Marc made FC stand in the o
report, Messersmith documented a later visit with the children on April 30, where Marc again

refusedd al l ow her inside the home: AWhen FC drop
the doorway again and would not | et FC come i

When we interviewed Messersmith, she shared additional details about this concern. She

explained that when she filsegan working with the Rays, she was allowed into the home which

she described as Aquiet, super c¢clean, and nea
inside the home; this hindered her ability to fulfill her job duties of ensuring the satéty of

children in the foster home.

Messersmith indicated during the child abuse call that she had shared these concerns with the
DHS ongoingservices worker, Marcia Hoffman, as well. Asked whether she felt her concerns
were taken seriously by Hoffmaklessersmith told us that she felt the safety concerns were

Abrushed off . 0 Do c u rieonwtaa tsiuopnp orretcse i Meesds efrrsomm t M
Hof f mands response. On April 24, 2014, the s
wroteanemdi t o her supervisor, Susan Small ey, stat
calling it in, so | do not feefP |like she wil.l
We found no information in Hoffmandés case not
into the Ray home. Further, when

we guestioned former DHS We found no informat.
supervisor Mark Chappelle about | n ot es about Messersmithods i na

the Rays not allowing Messersmith entry into the Ray home.

in the homehe could not recall

receiving notice about the issue.

Chappell e admitted that this swoddlikedothnkthae b
if | knew about that, there would be some discussion directly with Marc andiMystyu c an 6
dothatyoudbre going to do foster care, webre c

Neverthel ess, Messersmithoés April 24, 2014, <c
audio recording of the intake call, the worker indicated to Messersmith that she did not believe

the informaton provided rose to the level of child abuse. Additionally, the intake worker

confirmed with Messersmith that there was no information to suggest that the children had
articulated that they were being denied food at the .Rays

The intake workemade a préminary decision to reject the intakand this decision was
confirmed by SWS Amanda Kuhl

In a section of the intake report titléRejectionExplanationd the intake workechosei | ns u f f .
reason to suspect child denied adequate@areA ¢ ¢ o r d intakg dotument, the case was
referred to Hoffman as thdi | | oagoidgservices worker, and to the foster care licensing
worker. We found no indication the intake report was forwarded thretbeld workemwho was

“AFCO refers to FSRP worker, Messer smith.
%Basedonthecontentf t he email, we believe that Athemod is refer
and the motherés attorney.
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still working on the assessmentrinahe April 10 report, and there is no referencthenchild
abuse assessmaftthis intake.

MAY 7, 2014 REJECTED INTAKE

DHS received a childbuse reporn May 7, 2014, | This was the third child abuse
from anadoptive parent od former foster care child | report made concerning Marc
of the Rays. This was the third child abusereport | a nd Mi st yo6s care of th
made concerning Mae n d  Mi s t thécahild ¢ { \ynile she was in foster care
while she was in foster care placement with ti{&m. :
It was received on the same day the April 10 placement with them. It was

assessment was closethe intake was handled by a recglved on the same day the
CSIU intake worker. April 10 assessment was closed.

The audio recording for this call shows that the

reporer had concer ns ab ohachildivhieesheRvasypkded with teeent ment o
through foster care. The reporter stated tiiatchildtold the adoptive parents some of the

things that happened to her while at the Rays

It was reported thahe former foster care childlas subjected to certain punishments, such as
drinking soapy water and water with spices in itwadl as standing all day either against a wall

or over a cold vent. The reporter explained that the latter punishment was particularly disturbing
becausehe childhad a heart condition that caused her to have

poor circulation and curled toes, which woutdke it difficult

and painful to stand for long periods of timide intake report

_ documented thahe childsaid thatfiwhenever a DHS worker

the punishment would come, the punishment would stop until he left and it would
would stop until he resume when this worker |l eft.?o
left and it would
resume when this

this wor ke

fnWhenever
worker would come,

The reporter alsstated thathe childtold her Marc and Misty
would make her go without mea8he would get breakfast, but
then would not receive lunch or dinner (though she never went a
whole day without food).

It was also shared that the Rays méwtechildbite her sster, and they would start laughing in
response. Additionally, another child in the home would hit other children with plastic bats.

Shetold her adoptive parents that Misty had directed her to lift a daycare child, but she could not
manage the weight and ended up dropping the baby. As punishineectjldhad to skip a
snack.

The intake workeasked the reporter whethiéye former foter care chilcever had any physical
injuries or ilinesses resulting from the punishments the Rays imposed. The answer to this was
no. The intake worker asked whigre childgot a physical, whether she was identified as being

9% The first child abuse report received regarding this child was on October 15, 2010, and the second report was
received on November 2010. These reports were discussed in a preceding section of this report.
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underweight or emaciated.h@& reporter indicated that she was not.

It was alsadocumented that the reporter could not provide specific dates, but that the child had
been placed in foster care with the Rays in 2010 and 2011.

The intake document identified the atlthbegati on
intake workeiindicated hat, although the issues she identified were concerning, she did not

believe that it would be accepted as an assessmeningligea preliminary decision to reject the
intakeand consulted with SWS Mike Allispwho made the

ultimate determination to rejethis intake We found no evidence
that the information was
referred to the daycare
licensing worker, or that it
was shared with the filed

Under the ARejection Reas o workerwhosechildabuse {e docu
that the case was referred to the foster deemsing worker. | assessment was closed
We found no evidence that the information was referred t0 15t same day.

the daycare licensing worker, or that it was shared with the

field worker whose child abuse assessment was closed the

same day.

In a section of the intake report titléRejection
Explanationoit statesil nsuf f . reason t
denied adequate cab&/

MAY 2014 STAFFING

A DHS foster care licensing workegceived notification of the May 7, 2014, rejected intake the

same day the report was madée emailed foster care licensing supervisors, Ann Williams and
Nancy Thompson, stating that he was fisurprise
suiprise that the intake was rejected, as she claimed to have told the adoptive mother to make the
report to DHS.

After notifying the supervisorshe foster care licensing workéren sent an email to Hoffman

and her supervisor, Mark Chappelle. At thanhpdormer social work administrator (SWA)

Mike Mclnroy was also aware of the allegationstheslicensing workestated in his email that

Mcl nroy had asked to interview the R-agng.d6 curr
The workeralson ot ed, At he food issue continues to be

Thompson emailed Chappelle on May 9, indicating that she had talked to Mclnroy who clarified
that Hoffman needed to interview the children
suumunding the intake. For example, using foooc
Mclnroy also requested that Hoffman contact the service providers, which would have included
Mid-lowa FSRP worker Messersmith.

Referring to McInroy, Thompson stated thaMi ke i s real ly concerned. 0

97 According to the intake document, the call was received at 9:19 a.m., and the rejection decision was made at 9:20
a.m. on May 7. The call length, however, was 23 minutes asd@hds, so the total elapsed time according to the
intake document does not appear to be correct.
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Hoffman emailed Chappelle on May 12 stating that she had interviewed two of the current foster
care childrerat their respective schools. Hoffman documented her interview as follows:

T AWhen school I S 0 vte the Rayfosterthdrnmee andl hag adnack r et ur
and drink such as cookie, crackers, fruit. At night the family sits (at the) table and
eats. He mentioned his favorite meal of chicken, mashed potatoes with corn on the
potatoes. He also likes spaghetti, hambwaed hot dogs. On weekends they have
eggs, cereal, or donuts for breakfast. When he gets in trouble he goes to time out for
a short time.o

1 AThe child]reported Misty is a good cook and makes cheese burgers, spaghetti,
meatballs, chicken and tacos. WdHee gets in trouble he goes to time out for a short
ti me. o

T AThe Headst ar f{the thddpeathbeenkfast ang mnch at leadstart. He
usually has two bowls of cereal instead of one in the morning and second helpings at
l unch. o

T AThi s wervedieappeafheschildli s gai ning weight. o

Chappelle emailed a response to Hoffman the same day, asking whether she could cover specific
areas of concern identified in the May 7, 2014, rejected intake. Chappelle listed the following
concerns, and gstioned whether Hoffman had asked the children about the allegations:

1 i Rrior foster child) said that as punishment that they had her drink water with soap or
spices in it or stand all day against a w
T AShe was not oalbledwaidhttid dMar k (sic) and Mi
T AMark (sic) and Misty required her to bit
Mi sty yelled at her to continue this and
T AThere was anot hRethat wahallowed toistnke thémewiptiastion e
bats. o
To our knowledge, there was no further corres
However, we irgrviewed Hoffman and asked pointedly
Hoffman responded that she whether she had asked the children about the allegations
had not covered those from Chappelleds email . Hof fr
specific issues and had not not cover those specific issues and had not known to do
known to do so until after so until after she had visited the childré#offman said
she had visited the children. she only asked whether the children were getting enough
to eat, what time they went to bed, what they did every

day, and when they showered. Asked whether Hoffman
nded to her supervi sor 6s Millenghildren], bsthce st at

re 0
I d not . o

sSp
di
When asked to elaborate on her visit with the foster care children, Hoffman stated that they were

not Aslender childreno and Al ooked healthy. o
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We also received no information to suggest that . . :

Hoffman had contacted the service providers, as | V€ @IS0 received no information

directed by the SWA Mclnroy. to suggest that Hoffman had
contacted the service providers

During our interview with Chappelle, he said that as directed by SWA Mc|nr0y_

Hof f mands responsewasar . . - i el a

pretty straight arrow, you tell her to do something

and she did it.o Chappelle stated that he wa

guestions or failed to contact the service providers. We asked whether there was any follow up

with Hoffmanconcerning her findings by anyone involved in the May staffing, particularly

Mcl nroy who was reportedly freally concerned.

about it, we were going to do what we needed

D H S Ganfidential Briefing indicates that Hoffman and Chappelle conducted a joint home visit

to the Ray home following the May 7, 2014, rejected intake. There is ho documentation
regarding any such visit in Hoff mawmtihssvisitase pl
she told us that she did not recall this happening. Similarly, Chappelle could not recall any such
Visit.

JUNE 12, 2014, BRUISING

FSRP worker Shelby Messersmith visited Miller childrenattheirb i ol ogi c al mot her ¢
on June 12, 24, where she documented bruisingtlo® youngest siblingMessersmith was

concerned that the bruising was the result of abuse that occurred at the Rays. The FSRP report
stated:

[The mother] showed FC? a series of bruises that were ofthe child]. [The
mother]stated that they were deep bruises and she wants to know where they
came from. FC informefihe motherjthat she is allowed to ask Misty those
guestions and that Misty might know exactly what happened or they could be
from the kids playing[The child] was very uncomfortable when laying on the
ground agthe motherjwas showing FC the bruisg¥he child]kept saying,

@ond hurt me, do@t hurt medas she was crying. FC advidélte motherlto talk
with Marc and Misty about the bruises to seatithey had to sayThe child]
communicated to FC that one of Marc and Mistys daughteiis hurts her. FC
talked to Marc and Misty about it and they stated that their daughter is very
caring and would not hurt anyone [The motherfalked to Marc and Misty
about it and they were defensive and stated that they were not going there with
her and they didi know [the child]had bruises on her. FC made sure that all
parties were aware of this situatiggmphasis addep

BiFCO refers to FSRP worker, Messersmith.
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Messersmith believed there was a strong chance that th th believed
bruising was inflicted by the Rays. Asked to describe th Messersmith believe

physical injury, Messersmith reported to us that the there was a strong
bruising was up her backahdhi gh, not i n/ chancethatthe bruising
areaso such as on a chil d wasinflictedbythe Rays.

Messersmith stated that she
Messersmith stated went to her supervisor, Smalleggarding the bruising aie child

T but was told that she could not make a child abuse report to DHS.

Smalley regarding Messersmith told us that she also raised the concerns about the Rays
the bruising, but with ongoingservices worker Hoffman; however, she never felt
was told she could like she was taken geusly. Specifically, Messersmith recalled
not make a child notifying Hoffman about the bruising issue from the June 12, 2014,
abuse report to visit. Although Hoffman did not document this conversation in any
DHS. case notes that we received, she did document a number of
instances in whichre had communicated with the biological
mot her 6s attorney regarding the <c
Hof f mands case notes from June 16, 2014, incl

We NEED to get the children out of Misty and Marks (sic) this week!!! | had a

long tak with Shelby [Messersmith][The childjhas unexpl ai ned brui si
wi || make closing this daycare down if the
(Misty) are emotionally abusing and physically neglecfingph e mot her 6 s ]
children. | andnute.6t doubt it for

On June 17, Hoffman documented a call with the attorney:

She wants the children removed and returndtheomother] Shelby

[Messersmith] told her about the bruises ands h e | supedvisor would not
lethercallitinto CPA. €& di s ctheslayea warkera@PA, this worker

had all been to the home or interviewed the children and there was no evidence or
abuse or neglect in the homEn{phasis addeyp

The same day, Hoffman documented a meeting she had with her supervisor, Mark Chappelle,

and Tracy White, DHS Social Work Administrato
conference call with Tracy White; Shelby [Messersmith] to find out about the bruises then meet

with her supervisor and call into CPA Intake if there is enough evidermce r e por t . 0

On June 19, Hoffman documented in a case note the following conversation with the biological
mot her6s attorney:

Informed her DHS would not be moving the children from the Ray foster home;
informed her Shelby asked Misty about the bruisehenchild} [Shelby] then
talked with her supervisor and the concern will not be called into CPA

Intake. (Emphasis addep
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Though Hoffman documented conversations with others regarding the bruising concern, there is
no indication she visited the childrenrine s ponse t o those concerns.
document that a visit occurred on June 4, 2014, and the next visit did not occur until August 1,
2014.

Following the midJune bruising allegations, DHS and Malva coordinated a meeting attended
by Chappde, Smalley, and Messersmith. Smalley mentioned the meeting in an emailto Mid
lowa Family Preservation and Stabilization Services Director Lori Mozena on June 18, 2014:

Talked with Mark Chappelle this morning. We are going to go ahead and meet on

Fridayt o di scuss t he si publiafloggmgd. watkde naogr eed t h;
necessary but that Shelby did need to hear from the DHS end as well as the

position she put herself because of this s
worker and will support whateveve choose to do staffing wise. Now just keep

your fingers crossed that momdéds attorney |
it i n Eomphasiséadded! (

To us, Smalley described the meeting as a productive conversation, one in which she believe
they had all left feeling on the same page. She wrote in an email to Mozena on June 20, 2014,
that the meeting with Messersmith and Chappel

Messersmith had different recollection of the meeting. She reported to us that she was
completely blindsided by the meeting. She believed that she would be able to address the
concerns that she had on the family, but

instead, she was verbally reprimanded for Messersmith stated that the message

raising he concernsMessersmith stated | was c|l ear: ADo your
that the messadeom the meetingvas
clear: fADo yourAsked sits and shut wup. o

whether Smalley or Chappelle had actually told her not to make any more reports at this meeting,
Messersmith clarified that they did not; hoxee, she was told that the Rays had informed DHS

that if she were to continue to raise conceénesewould be legal harassment chardeught

against her

We asked Smalley if she recalled a conversation during the meeting regarding the Rays pressing
legd harassment charges. She replied, ANo, [ f
recalled this conversation, Chappelle shared that it sounded familiar, and it definitely seemed

like something Marc and Misty would have been capable of pursun@hes e fAapparent |
had a | ot to hide. o

Messersmith left her job as an FSRP services worker withldwie in July 2014, shortly after

her meeting with Chappelle and Smalley. Messersmith stated she thought she was doing good

by raising the concerns, bsith e fAiwasndét doing good anymore, 0 s
she felt Adefeated. O
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JULY 5, 2014 ACCEPTED INTAKE AND ASSESSMENT (NOT CONFIRMED)

DHS received a childbuse report regardirige youngest Miller siblingn July 5, 2014from

the childds biological mother. The reporter
s | a pthe-glear old, which resulted in bruising.he report was made 23 days after

Messersmith had witnessed bruisingtiba childand was directed not to repthe suspected

physical abuse to DHS.

The child abuse call to DHS was made on a Saturday, so it was not handled by the Centralized
Services Intake Unit (CSIU). Instead, the call was handled as athaftes intake bya DHS
field worker.

The fieldwa k eirmbitsak e document identified the all egat
A Repor t e rthechild it gpanket,lsmatked, slapped and put in timeout when she has
accidents in her pant§The child]has bruising on her bottom and back assaltef physical

di scipline by the foster parents. o0 The intak

After handling the intake calthe workemwas initially assigned to handle the assessment. He
conducted a home visit the following day, on July 6. Accortbrifpe child protective
assessment summahg called the Rays 10 minutes before he arrived for the home visit to let
them know he was coming.

The field workerobservedhe childat t he Raysd® and concluded that
injuries consistenvi t h t he all egation reported. 0 't was
scratch on her lower back fromherpulp s, 6 whi ch was t prevideelxpl anat.i
They toldthe workerthey had not used any form of physical punishment when disciplineng

child and her siblings.

Followingthehome visit, the case was transferred on July 7 to another DHS field waitkisr.
workervisitedtheb i ol ogi c al mot her 6s home and checked o
documented that t hreirees woenr et hiien oc hviil sderbetmer o6i n jDuu r i
stated that thelderchildrentold her that Marc and Misty spankttk youngestsibling al | t he

ti me. o However, she could not provide the fi
was sustaed as a result of the discipline.

When the children were interviewed, they reported that they liked the Rays and indicated that
they do not receive physical discipline.

The field workeralso contacted ongoirgervices worker Hoffman, who shared that sae the
children regularly and they had reported to her on several occasions that they liked staying at the
Rayso6 home.

Hof f man could not recalll during her interview
all egations about tthhoeforee Roffinah das previously documented ih e mo
her case plan notes a number of communicati on
descri bed Messer s mit haheyoangestdviller aililinggmahasleged thatb r ui s
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the injuries wee inflicted by Marc and Misty the same allegations that were made in the report
being investigated.

Hoffman had also received an email from Misty on July 7, 2014, regarding the initial home visit
by the DHSfield worker. Misty stated in the email:

We gd a visit from a CPS worker yesterday abfilué child]. It was turned in

that we were spanking her for not using the potty and if she has accidents in her
pants. And that she was covered in bruises. When the gentleman spoke to all
three kids they tolthem the only type of discipline that we use here is time outs
and when he checked her for bruises there was only one tiny bruise on her knee
and a small almost gone bruise right behind her knee. | am not sure where the
allegation comes from, but | canagine it wagthe motherlbecause she has
complained about bruising ¢the child] before from our oldest daughter a few
weeks ago and her respite provider when we sent the kids there on graduation
weekend.

Thereisaspotopnt h e dbdckthatdisbydbyv, she has had this same spot
since May. It was the spot she saidthe child] got at respite and has also told
Shelby that she got at our house. It is not a bruise, but some sort of skin
discoloration. The worker left with no concern&rophasis addep

According to Hoffman, she did not share this information with the field worker, even though it
appears that the information was received pridreiccontact with the field worker

The child abuse assessment does not indicate that either of thedikktrs contacted
Messersmith.

Ultimately, the physicahbuse allegation was determined to be not confirmed.

We found no indication that daycare licensing staff were informed about the child abuse report,
as required by DHS policy.

JuLy 9, 2014 STAFFING

On July 8, 2014a DHS foster care licensing worker received notification of the July 5 child
abuse report made against the Rays. In respbaseailed lowa Kids Net to confirm that the
Ahol do was stil]l in place on the Raysd foster

According to DHSO0s Confidential Br i thdfastarg, a st
care licensing workeaind a supervisor, are field worker who was reassigned the handling of

the assessmerdg,nd hi s supervisor. Tsésénotddd, chidmee nt not es
verbalized no concerns and Marcia Hoffman had

No further action was taken regarding the foster care placementMill&echildren with the
Rays. After the child abuse report was madee second involving thilillers, among the
numerous concerns raised by Messersinitie foster children remained in the home for an
additional 23 days. The children were ultimately reunified with the biological mother on
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July 28, 2014. This was the last time the Rays hadifehildren placed in the home.

ADMINISTRATIONG REVIEW

DHS Service Area Manager (SAM) Pat Penning conducted a review of the family for the second
time on July 30, 2014. Penning sent an email to DHS SWA Mike Mclnroy asking that he take a

closerlooka t he family because fit
concerning. o Penning reques
keep getting referred? Wh o

he number of
ted that Mc |
are the

asse

nroy

There is no indication from DHS records that any further discussions on the issue took place for
nearly two months. Penning wrote an email to McInroy on September 30, 2014, that she had not

received
oneorn-one meeting.

Mcl nroyods

f i ndi n g stheonformatioreto tiem mext| y

When we interviewed Penning, she could not recall sending the emails, nor could she recall the
response she received from Mclnroy during theirron®ne meeting. Penning also could not
recall whatdecision was made or what future steps, if any, were taken.

NOVEMBER 25, 2014 REJECTED INTAKE

DHS received a childbuse report regardirgn e

of

November25, 2014, from an anonymous reporter who had previously takerdaeghter to the

Raysd daycar

e .

The ¢

Services Intake Unit (CSIU) worker.

al | was

ma ch€entralizedi n g

S a b(thenagel®)osn si st er s

busi

According to the reporter, her daughter told her that Misty woul8 hitb r i n aaddsalways st er
told the dauglar to close her eyes. It was alleged thatchildhad a bruise on her neck when

the caller saw her.

The reporter also stated thae child victima n d
and on one occasion, the reporter sia@childstandingfor a lengthy period of time. The

reporter also mentioned that she belieSBathrina and her sisterere being mistreated by Misty,

and made to work for the daycare.

The reporter also
shared concerns about

the chil dbés
the intake worker that

the child is
very thin, s
smal | e | wo
sheds not ead

The reporter shared concerns aliout e

Sabrin

the intake wor
very small

The intake doc
Abuse. 0

Avery, very,

h Acgogding;te th
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reject the intake SWS Mike Allisonsubsequently reviewed the intake report and made the final
decision to reject it.

In a section of the intake report titléRejectionExplanationdit statesif | nsuf f . r eason
suspect physical injury rekedo

ANALYSIS
Thoroughness and accuracy of intake reports

An integral part oinintake worke@s job is to produce a complete and accurate recaad of

reportets allegationsand the surrounding circumstancd$e clearest enunciation of this

standards contained in CSIUb6s Al ntake Evaluation
fino discrepancied between(the)callesstda e ment s and what i s documer
report. Intake workers are instructed to document the allegats statetly the reporter as

opposed to a synopsisand to write in complete sentencéés.

Intake worlers are also instructed to record necessary information and discern between

significant and extraneous informati#d. During our investigation into the deathétalie

Finn, we discussed this policy with SAMri Lipscomh'®*whotold u s |,think we have to

d e f completed | dond know that you can capture verbatim everyword. We agr ee wi t
Lipscombi the expectation should not be unattainable perfectidrraliuer, to document as

much relevant information as possible, within reason.

We obtained and reviewed the available recordings for the intake reports involving the Rays.
For the most part, the intakes were documented appropriately. However, we foundtances
where significant information was shared by the reporter, but was not documented in the intake
report.

A. April 24, 2014 intake

We found one issue concerning the thoroughnes
documentation of the April 242014, intake call. Messersmith made the following comments
during the intake call, referring to what tfusster carechild had reported to her:

Misty and Marc were making him eat food that he did not like, so he was eating it
and threw up in his mouth. He said he tried to get up from the table to go to the
bathroom to the toilet to throw up and they made him sit there and told him he
could eithetthrow up on the plate, and then he had to eat it, or he had to swallow
what was in his mouth.

Messersmith stated that she asiezlchildwhat he ended up doing, and the child reported that
he had swallowed what was in his mouth.

99 DHS6 EmployeeéManual, Title 17, Chapter A(1Page 6.

100 DHS, Child Abuse A Guide for Mandator ReportersGuide, July 2019, Rge32.

101 At the time of our interviewl.ipscombwasthe Service Area Manager of the Centralized Services Area, which
includes CSIU.
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The intake workerwret i n t he i ntake document: Alt 1 s all
mouth and the foster parents told him to either swallow it or throw up on the plate but would not
allow him to go to the bathroom. o Un,dher A Add

wor ker wrote, fAMi sty and Mark (sic) were maki
up in this mouth, he tried to get up from the table to go to the bathroom. Throw up on the plate
or swallow the puke that it was in his mouth.

It was nd documented thahe childwas only given the option to swallow what was in his
mouth, or spit it out on his platand eat the vomitAdditionally, the intake document does not
mention what the child ultimately didswallowed the vomit.

B. November 25, 2014 Intake

We identified a number of concerns with how this intake was handled. The following table
compares recorded statements made by the anonymous reporter during the phone call and what
was captured in the intake report:

November 25, 2014, Intake Ciibm Anonymous Reporter

Anonymous saementter 6s Intake report
AThere was a time | was wo/iTuesday the
throughout the year that ||Novemberat9:30caller
worked different hours, s ofpulleduptothe homeand

times of the day and the children ateays standing The saw misty yelling at

two girls, Shrinaand Sa b r i n.gEmphassiaddedd r|[ Sabr i n.aMigdy s
made] Sabr i naods
AANnd t[hSea bgriirnl & &serysimed goegherg stand as pun
when the other kids are na
(Emphasis added.)

ABut | [ 8abi c e déndingsandstioeked]from
theoutsidemf t he wi ndow Ii Mktgi he
looked like she was saying something to her in an angry w
Well she was standing, and so | sat and waited to see how
she would stand and | sodrond e
9:30 to 9:47 she was justtsa n d i(Emghagis added.)

This statement was

(@)]

AANnd t[hSea bgriirnadls tshisnlr g 4,e

but shebs very, very, Vver y|notdocumented.
|l i ke sheds about 8 or 9 ye
eatingrightt and shebs al ways ha
because shedéds al ways awake
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ASo when | went inside to
corneraf S a b r i n,aaddstloskeddike dar ¢yes were
red, like she had been crying, and she was standing with g
cratel standing with a plate of pizza, eating it. And | just

ACal l er stat
appeared Sabr i na
had a bruise on her neck
when she went into the

thought it looked kindof ] ust somet hing |home. O

the situation. o

AAnd i1t el eshhleedaldi a brui se

Al sai d ,dsktlatall, did sorsethingdhappen to i C ark daughter who is 5

[ Sabrina®dsShé&sdleird | stpdod,
somethingelsetpb Sabr i na® sAmsd s ¥dalbpts

have to cl ose Haydappen®d. & Bidlg
she hit her %@ ahAndi sisgoslais
S h e dHNabeahyse shalways told me to close my eyes
everytimee. 6 That 60s (Emphaésisaddesl s ai
AAnd | waited to report it
abuse myself ités more of

to talk to some of my old you know, just run it by a couple

said thatMisty told her to
close her eyes and then sk
heard herhif Sabr i n
sister] It is unknown if this
is specifically where the
bruise came from at this
time.

It is alleged that Misty may
have hif Sabr i nad

peopl e. o (age 10), It is unknown if
any injury was caused.
Physical abu

ABut | really think that e|Thisstatementwas

not sure, | think that those children are hothink that
theyodore being mistreatedid
whenever the kids get up from the napgdSabrina and her
sister]have to fold the blankets, they have to get the kids
awake, they have to clean up, they have to do things that
children are not supposed to be doingand | think that

thereds something going on

not documented.
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Al just think tTarmd Imyc arad | These statements were
guys how to do this assessmeriut | think that the not documented.
children t hey wonodét tell you

mean? | think that they have been in that situation for s
long, that they if someone goes in there and just asks
guestions, or asks her it
way becauséknow thatt hey 6 ve b Elaneant
for lack of betterwordsit r ai ned to do
been doing there for awhile so | think that they may nee
to be away from the paren
guestioned or talked to.o

Al reahlay thidbsk important
really trained to look fof you know, behavior with these
children, their facial expressions, their body language, a
all that because | can see it, and | just go there throughd
and it could be easy for s@mne to go there and talk, and
then not see anything and

Butlreallyfeeli | i ke | 6ve sai d | 0\ These statementevwe
for a yean | really feel that those children are just very | not documented.
afraid abhdi hbewbueed and
negl ected. 0

AAnd s h e[Sabranadand hdr sistethre scared all the
ti me too. o

fiBut | think that those children are very, very, very,
very afraid of their parentsi very afraid. 6 ( Emp |
added.)

It is evident thathe intake repordmitted several important elements of the information shared
by the reporter relating to child abuse. We believe these omissions contributed to the failure to
document another child abuse allegaiidci d eni al of criti cal care. o
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Decision to reject intakes
A. April 24, 2014 intake

We believe the information regarding the foster care child being forced to swallow or spit up and
eat his vomit was sufficient for this child abuse report to have beeptac.

In orderto acceptachidbuse report, all that is required

allegation that, if tr1?%Accwauwlidc gr ésouIDtHSions fEanp
Manual guidance fafidenial of critical car@allegations, there must be a reasonable belief of the
following:

1 A circumstance exists or has occurred which indicates a failure to provide
food, shelter, clothing, medical or mental health treatment, supervision, or
other care necessary to a child

1 Theci rcumstance places a ¢dmd | d6és heal th an

 The circumstance has been caused as the result of acts or omissions of the
person responsi b®e for the childbés care.

The intake workeexplairedto Messersmitliluring the calivhy she believethe intakewould
ultimatelybe rejected:

|l will document it and staff it with my su
to the level of child abuse, | mean if it would, it would because of what happened

at the table, but olnbme&motwhatfég t)j pdtacgerso s
danger. If you can find out more about them being deprived food and they are

losing weight, give us a call back, but it sounds like they are offering food and the

kids just dondét just | idomeadjustmenstodhatmay be t h
but thatodés something that Marcia and you ¢c
dondét know what it wild.l rise to the | evel

sent on to Marcia Hoffman.

Though the information was forwardaalthe DHS ongoingervices worker, we do not believe
this was sufficient. Instead, an allegation that a child is being forced to swallow, or apd up
eathis vomit should have warranted a child abuse investigation on its own.

It is also notable thahis was the first childbusereportreceived in which an allegation was
made that a child in the Ray home i@sedto standaspunishment. The reporter in this call
indicated thatthd-yearol d chil d was made to stlmdd in the

102pHSs EmployeeéManual, Title 17, Chapter A(1Rage 9 provides that a report must be accepted for an
assessment when at least one of the following four factors is present: 1) The factors required for an allegation of the
specific type of abuse are present; or 2) The child is receiving less than adequtiiat @réangers the chillife

or health; or 3) There is insufficient information to determine whether this standard is met; or 4) Compelling
circumstances are sufficient to infer that there is danger of the child suffering injury or death.

3pDHSG Emp oyeesd® Manual , Topic8 &gell7, Chapter A(4),
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accidents in his pants. As we will cover in the sections to come, this is a concern that was
repeatedlyaised to DHS throughout several of the future childse reports.

B. May 7, 2014 intake

Aft er Sab DHSwoHidats wrdte ia thenConfideial Briefing that the May 7, 2014,
intake would have been accepted today. When we sought further explanation, DHShatd us

the decisiontorejethei nt ake was Ain |l ine with policy and
recentl vy, Astaff has been reminded to | ook fo
like manipulation with food, a child being singled out, bullied, extreme or unusoepnent,

patterns emerging, similar reports from mult.i

Additionally, DHS clarified that intake workelsave si nce been fAretrained
criteria, with an emphasi s Newnnstdiatian$ werprgvidedn 6 r a't
to staff that for an allegation to be rejected, there must be sufficient information that abuse or

neglect did not occus.

As such, DHS officials have determinitit the decision to rejettie May 7, 2014intake was
appropriaten 2014, but a reject decision would be inappropriate totldlyile we agree the

intake meets todayods crthateri a t o be accepted,
the intake was appropriately rejected in 2014. The developing patterns

. . | and the seriousness of
The developing patterns and the seriousness of the allegati

at this time should have resulted in an accepted child abusg¢ the allegations at this
case. Although the reporter was referencing issues that ha Me should have
occurred to a foner foster child nearly four years pritine resulted in an accepted
allegations were shocking and similar to the allegations mal child abuse case.

in recent reports.

Additionally, we believe several aspects of the complaint, on their own, should have been
sufficient to accept the child abusee port f or dAdenial of critical

1 Misty told [the child]that she needed to bitersister, Misty told her that she had to
bite her hard; in response Misty started laughing.

1 Misty told [the child]to pick up adaycare childand[the childjc oul dnét hol d h
dropped the baby; as a resi{iie child]had to skip a snack.

1 [The child]had to stand against a wall or over a vent all day as punishjmbat;
child] has a heart condition that causes her to have poor circulation, as oeleas
toes, which would make it difficult and painful to stand for long periods of time.

M Punishment would cease when a DHS worker would come to the home, but would
resume once the worker left.
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C. November 25, 2014 intake

DHS officials asserted in the@onfidential Briefing that the November 25 intake, when it was
reported a daycare child was told to close her eyes when the Rays would strike of Sabr i nz:
sisters would have also been accepted if it were made today.

We disagree that the intake wampeopriately rejected even under the standards employed by
DHS in 2014. Although the anonymous reporter had little direct knowledge of the physical
abuse, we believe the information presented, coupled with her observatidn ef cbhuisd d 6 s
and the reprt that the abuse had occurred on more than one occasion, warranted accepting the
intake for a child abuse assessment for physical abuse.

During our interview, we listened to the audio recording of the intake calkhe(@SIU intake
worker. Heimplied to the reporter that the intake would be accepidn: workertold us he
believed he documented sufficient information for the intake to be accepted on the physical
abuse allegation, and his preliminary decision was to accept.

He indicated his supemsor was out of the office that day and a different supervisor ultimately
made the decision to reject the intaKéne workerexplained that back in 2014, it was sometimes
difficult to work with other supervisors because their decisi@king and expectats varied.

For example, something that one supervisor may accept would not have been accepted by
another supervisor. He stated that it used to upset him when another supervisor would reject an
intake that he believed should have been accepted, thougdvéethought that he could
guestion the supervisoros decision.

The intake workeexplained, however, that the culture of _ .

the office has changed. Supervisors now maintain an | | € intake worker explained,
opendoor policy. He shared that the supervisors and | however, that the culture of
CSIU staff are much more willing to meet to discuss the office has changed.
decisions in greater detail. This change occurred, he | Supervisors now maintain an
said, in the last couple of yearde confrmed that DHS | gpen-door policy.
workers are now trained to¢ wiuwic vawu o owvdrsus i
when it comes to acceptance criteria.

We believe the information that was documented should have resulted in an accepted intake for
physical abuse even under that standards employed ¢ Zurther, this case was exacerbated

by critical information that was not documented in the intake report that should have resulted in

an accepted intakeifarlddental ppd'¥*cdetadabjuan
Specifically, the anonymous refer said:

104pHSH EmployeeéManual, Title 17, Chapter A(1Rage 9 provides that &or a situation to be assessed as

fidenial of critical car@there must be a reasonable belief of the followiffd:A circumstance exists or has

occurred which indicates a failure to provide food, shelter, clothing, medical or mental health treatment, supervision,

or other care necessarytoachildédir he ci rcumstance places a @Hhel dds heal
circumstance has been caused as the result of acts or
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1 Andthegirl[ Sabri nadls tshismnlkergheds about 13 or 1
thin, shebés very small, she | ooks | i ke sh
shebébs noté eating right

1 [Ireally feel that those childrenarejwse r y afrai d and theyore b
theydre being neglected. € | think that t
of theirparent§ very afraid. o

We askedhe intake workewhether statements anh e  cthiniappdadasce and the childden

fear of their parents should have been documented in the intake report. He replidd yes.
explained that he did not include this inform
would be sufficient information for an accepted casiee informaton relating to the physical

abuse allegation. Asked whether the statements should have prompted him to incorporate a
Adeni al of criti cal theworkerayread it $heulyl aave. dleverthebesshi s r
he does not believe that the addiaballegation would have been accepted for a child abuse
assessment at that time because of the depart

Despitethe intake workér s t e s t beleweeallyof the imfermatiorprovided by the reporter
on the intakeall clearly established sufficient basis for accepting this intatie November 25,
2014

Review of prior child abuse history

Intake workers are trained to retrieve and review various specified récmrciading previously
rejected intakes involvinthe same child or family from various computer systems and to use
applicable information in determining whether to accept a répoithis process is referred to
as fAisystem cheAsgysen cleck maylsupplkadditienal information to help
ensure child and worker safety, if the intake is accepted for an asse§¥ment.

Regarding child abuse records, DHS polieguires workers tofi ffetrieve, analyze, and assess

the information contained in rejected intakes to determine whether or not stgvigected

information, combined with the current allegation, meetseghg | t hr eshol'™ f or a
Intake workers are then expected to summarize any relevant prior history in the intake report.

ThenDHS Director Charles Palmer acknowledgedthe qui r ement f ol |l owi ng N
death: #Alntake staff are to review the histor

accepted, when '@ Bwpihgedr invesiigation intd thetdeakh ef Natalie

Finn, however, DHS officials ackndwe d ge d t hat t h e daes nBtreypliclyy ees 6 M
state that intake workglarerequired to review ajprior child abuse intakes and assessments (not

just prior rejected intakes). The Empl oyees?d

PHS6s Employeesdéd Manual, Title 17, Chapter A(l), Page
106 pHSH EmployeeéManual, Title 17, Chapter A(3Rage 9.

07DHS6 EmployeeéManual, Title 17, Chapter A(1Page 21.

108 From therDHS Director Charles Palmi@&rMarch 28, 2017, letter of response to a written inquiry from-then

Senator Matt McCoy.
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workers to summarize any relevant prior history in the

intake report.2®
Clear patterns were

devel oping €& BY DdaéngourFinninvestigation, we interviewed former
2014, DHS had received three DHS Administrator Wendy Rickman, who told us that

food-related allegations, with reviewing previously rejected intakes allows intake
prior reports having been workers to seavhether there is a pattern fdfumerous
rejected intakes around the ¢

made on September 20, 2013,

and April 10, 2014. Clear mtterns were developing around the child abuse
reports made about Marc and Misty Ray throughout
2013 and 2014. By May 7, 2014, DHS had received
three foodrelated allegations, with prior reports having been made on September 20, 2013, and
April 10, 2014.

The April 24 and May 7, 2014, child abuse repormth of which were rejectédalleged the
Rays made children under their care stand fog lperiods of time as punishment. DHS had
received reports on October 25, 2010, and May 7, 2014, concerning the Rays providing
inappropriate punishment tactics to the same child subject; specifically, locking the child in a
closet when she defecated hentsa

DHS had received
five child abuse
reports about the
Rays in 2014 with

We did not interview the intake worker who fielded the May 7 | allegations to food
abuse repomtegardingher hadling of the call, or to ask whether | and physical abuse.
she reviewed the Raysdé prior ) Howeve
this individualduring our Finn investigation on her handling of a

2016 intake call related to a child abuse report. During that interview wighhesxplained that

Athe decision to accept or reject wa®emostl!ly
intake workemvent on to report that, prior to a system upgrade that occurred after the Finn and

Ray chil d abuse r eporemaycumbarsemertcego throuwgheld differett wa s
caseso while working on an intake call

DHS had received five child abuse reports about the Rays in 2(
with allegations related to food and physical abuse. The
commonaliies werenever discovered

Throughout our investigation into the death of Natalie Finn, we interviewed a number of intake
workers at CSIU. There was an obvious, common theme shared by the wdHadrthey

simply did not have time to consistently review child abuse histories when handling an intake
call. We were told workergenerally get 15 minutes between calls before they are placed back
into rotation for newphone call. Those 15 minutesffer the workerghe opportunity tgprocess

the new intake and/or previous intakeg|uding revievs of prior childabuse historybefore

they are expected to take another call.

109 June 4, 2019, letter of response by Deputy DHS Director Mikki Stier in responséniguiry made in our
investigation into the death of Natalie Finn. The | et |
in fall 2019 will include the expectation to summarize any relevant prior history in the intake document.
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However, since the Finn and Ray cases, DHS has

However, since the Finn and changed the protocol for how prior histories are reviewed

Ray cases have come to by staff at CSI U. DHS6s inte
pass, DHS has changed the concerning the death of Natalie Finn resulted in a change
protocol for how prior to have supervisors verbally staff ajected intakes, and

histories are reviewed by only a sample of the accepted intak€sDHS noted that

staff at CSIU. this change woulfree up time for thsupervisors to

reviewprior historiesof proposed reject decisiangn

_ _ . our view,this changé particularly the new expectation

In our view, this change i for supevisors to review the prior history foejected

particularly the new intakesii s t he most si gnielaitédcant of
expectation for supervisors improvements since Natafies an do sS ad'd'a tnha

to review the prior history for
rejected intakes 1 is the most
significant of
related I mprov

Basedort h e w noktestinrsy and the absence of
'ﬁgpgcglsinforim%tign irkthee intake doment, it does not
appear that prior hlsf%ry was considered when deciding
whether to reject the May 7, 2014, child abuse report

concerning the former foster child in the Ray home.

We askedhe intake workewho handled the November 25 intake if he recalidnether he had
reviewed prior history including rejected intakes and assessmimthile he was processing

his intake call. He replied that he believed he hasked why he did not document the
information that he reviewethe workeresponded that he usually only documents prior history
when he advocates for a decision to accept an intake, or if it is necessary to explain to field
workers why it was accepted.

Though we do not have any information to disgute e i n t a &laamthatcthe leviewed s

prior history, the intake document does not include any of the information that was reviewed, nor
does it take note of any sort of pattern that was forming with-feladed and physical abuse
allegations. All of this information, hadbeen documented, would have supported a decision to
accept the intake.

Forwarding information to the field worker

At the point that the April 24, 2014, intake was received, the child abuse assessment from the
April 10 child abuse report was ongoihg. Yet, we found no indication that the information

from the April 24 rejected intake was shared with, or referred to, the field worker handling the
ongoing child abuse assessment. Similarly, we also found no reference that the May 7 intake
information wasshared with the field worker, whose assessment was closed that same day.

The April 10 report concerned Sabriaad her sisterghile the April 24 report concerned
foster care child Even though the child victims in the two child abuse reports werthesame,

110 DHSE Executive SummaryPage 11.
111 Seehttps://www.legis.iowa.gov/docs/publications/C1/1130515. pdf
112The April 10 child abuse assessment was closed on May 7, 2014.
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to us it is clear that it was relevant information for the field worker to have in order to conduct a
full and accurate assessment.

Daycare-licensing referrals

If a complaint of child abuse is received about a etidgdelopment home, DHS is ngced to
conductahomevistt® DHS6s Empl oyees6 Manual states that
notifying licensing or child care registration staff when assessments have been initiated on a
licensed foster family home, child care center, or regidtehild care settint}* The assessment

worker is responsible for keeping licensing staff informed of progress and findings on the
assessment.

Separately, the Employeesdé6 Manual directs tha
in a childdevelopment home, the protective service worker will immediately inform the child

care registl?PBheée ohawowakerlidocensing workero6s rol
i ssues with the child care | aw andelcemsngr equir
worker is notified of child abuse allegations, it is considered a complaint against the d&ycare.

Our interview withthe DHS daycare licensing worker provided additional information on how
the referral process works in practice:

Ombudsman Do you get complaints that you have to look into for every child abuse
report that is made?

Daycarelicensingworker: They are supposed to contact us with that, we try to work

together Sometimes things do fall through the crackBut we have the child ake

hotline of course and we have a daycare complaint hotlan&jthey are usually
communicating or sending stuff over to the
Ombudsman Is that for accepted intakes only, or rejected as well?

Daycarelicensingworker: Evenif the intake is rejected, we still get the complaitfitit
involves a daycare provider, we still have to address that.

Ombudsman Is that true even if it is a daycare providag,but not a daycare child as
the child victim?

Daycarelicensingworker: Yes, correct.

113 1owa ADMIN. CODET. 4418 110.12

Y4DHSO6s Employeesd Manual, Title 17, Chapter A(1), Page
115 DHSEG EmployeedManual, Title 2, ChapterF, Page64.
116|d_
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According torecords we received, it appears

that the April 10, 2014, accepted intake was | According to the records we received,
theonly instancen which a referral was made | it appears that the April 10, 2014,

to daycare licensing after DHS had received ¢ gccepted intake was the only instance
child abuse report on the Ray family. Atotal | ;. hich a referral was made to
of ten child abuse reports were fileghinst

Marc and Misty Ray between August 2010 daygare hcen;mg RIS LT
and November 2014. received a child abuse report on the

Ray family.

We askedhe intake workeabout his handling
of the November 2014 intake call:

Ombudsman Later on in the call, (the reporter) mentions that [the Rays] are child care
providers, is this smething relevant that should have been documented and referred to
daycare licensing?

Intake worker: Yeah, it definitely should have been documented.
Ombudsman What about a referral, is that something you guys typically do?

Intake worker: We d &now if we wablilol hadietthought to do it in that situation.
€ They would take the information if we se
think to check the box to send it to théhh.

Ombudsman But do you think it would have been a good idea with that statement
[Sabrina and her sisters forced to do daycare waldije?

Intake worker: Definitely, it is something that should have been in there and done.

Additional communication failures

We found a number of issues relating to the July 5, 2014, child abuse assegsmaeiously
mentioned in this reportild workers arenstructedo interview anyone who is familiar with

the child and familyvho can provide additionalertinentinformation® In this case, the

reporter alleged physical abuse against a foster child, so we believe it would have been prudent
to contact Messersmith, the FSRP worker, especially considering the identical allegations she
had raised three weeks prior to tluyXb report. Messersmith reported toiusver five years

Ml n response to our inquiry about the protocol for day
involves a child care provider and we confirm through system checks that the provider is either registered or non
registered, the intake worker marks a box in JARVI X | al

Once the intake is completed ané Bupervisor has approved the intake, an email is immediately generated by the

JARVIS system to the appropriate service area intake email box. Each service area has a person who is responsible

for monitoring that inbox and forwarding the notificationtoé appr opri ate chil d care home
8DHSO6s Employeesd ManuRdge32aTi tl e 17, Chapter B(1),
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after the incident that she can still recall the bruisingorh e  cbhck &nd thigh, which she
described as not common areas for bruises on

children. : .
Messersmith reported to us i over

Based on the information we received from DHS five years after the incident T that
and Hoffman, we do not believe that Hoffman she can still recall the bruising on
informed the field workers of the contactfromth¢ t h e chi | d6s back

bi ol ogical motherds at ghagescribedasnot common

Messersmithoés all egati . .
areas for bruises on children.

DD
o5

Equally concerning is the fact that Hoffman failed

to share Mi s tThiwas particllarly imporant anforimation considerihat field
workers had not observed any visible injurieglenchild Hoffman also failed to share the fact
that the motherds attorney had téma ichhekthrdédoer
weeks prior.

We believe a connection couldvg and should have been made that the bruising allegation
from June 2014 was significant considering that Misty admitted to yellow skin discoloration and
a bruise behintd h e ckhee dbndldys/. We pointed out to Hoffman that yellow skin
discoloraton could be a sign of a healing bruise from the June time period.

t h

Hof f mands supervisor, Ch afphprewak lryisingithree oveeksh ar e d

prior, it probably would have lo@kllike thati that yellowish. Yeah, in hindsight I thinldits
relevant 0

Chappelle stated that it winoihave been an

On the contrary, we believe the expectation for Hoffman to visit the foster children
variance in stories underscored after receiving such informatiorBased on our review
the need to share the of the records, Hoffman did not conduct any visits in

information, particularly since July 2014.

information about the yellow

skin discoloration came from information with thefield worker was because two

the alleged perpetrator herself. people gave conflicting s
skin discoloration, 0 but
On the contrary, we believe the variance in stories
underscored the need to share the information, particularly sifoceation about the yellow

skin discoloration came from the alleged perpetrator herself and was consistent with a recent
report of bruising from the attorney.

Had information been shared appropriately between Hoffman and the field worker, we believe
the plysical abuse allegation could have been reviewed further, and ultimately could have
changed the outcome of the investigation. This is significant because a child abuse report was
received’ and rejected four months later regarding alleged physical alagsnstone of
Sabrinads sisters
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The allegations made in this report are very similar to prior .
allegations made in the October 2810, accepted intake. In | N Poth reports, it was
both reports, it was alleged that the Rays subjected foster car alleged that the Rays
children to inappropriate punishments for having accidents in| subjected foster care
their pants. children to inappropriate
punishments for having

Use of foster care fAhol d . : :
accidents in their pants.

The response by the DHS fostarrelicensing unit on April 11

to initiate the Aholdo on future foster <care
Rays was timely, as was the staffing with ongesegvices and the field worker and supervisor.

We considered whether DHS made the appropriate decisiontolplacetRay s é f ost er ¢
on fiholdo rather than initiate a suspension o
conditions outlined in DHS policy for when a foster care licanastbe revoked, when ihay

be revoked, and whenitmaybepusn ded ( See 1 Reeysé® BhYWeaed Car e
not find that the circumstances known at the time warranted a compulsory or discretionary
revocati on o faretliteese. Rays o6 f oster

As far as suspending the license, one common condition trsitbmumet for both the emergency

and timelimited suspensions is that the health, safety, and welfare of any child placed in the

home requires immediate action. While these conditions may not have been met when DHS
discussed the hold on April 11, we bebethey were clearly met later during tde | | fasters 0
placement. Concerns were raised through a @hilcse report on foectlated issues, while

another childabuse report raised physical abuse allegatiéwuklitionally, throughout the

durationoft he pl acement, Messersmith continually r &
provide appropriate care for the children.

Given the limitatios for revocation and suspension, it appeared the decision to place the Ray
foster car e onablei Howéverave eoaldsnotiire argy DHS policy describing
this practice. We asked DHS for clarification on its decision.

First, we asked whether placing the Rays on i
Aputting t he f ostthat DHShwouldeot place amyadditional ehédren in the
home until the issue has been resolved. The

We next questioned whether there was any specific policy that authorized placing a family on
Ahol d. o DHS shared that there is no paelicy t
described as fdan infor mal process. 0

The Rays continued to maintain a valid foster care license and daycare license
throughout 2014 while additional child abuse reports were made and other
concerns were raised.

The Rays continued to maintain a valid foster care license and daycare license throughout 2014
while additional child abuse reports were made and other concerns were raised. Of particular
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concern was the decision to keep kider children n foster :
Of particular concern |

care with the Rays after a )~

received four child abuse reports during the-l4$ period was the decision to keep
the children were in the home. Three of those reports the Miller children in
pertained to foster care children; two of them specifically foster care with the
concernedhe welfare of théiller children Rays after a

The Ahol do was never modi fi placgd,evenwh.lleDHS

suggest that DHS ever contemplated or attempted to forma| "€C€ived four child

suspend the Raysd foster c ¢ abusereportsduringthe
115-day period the

In an interview with former DHS supervisor Mark Chappelle| children were in the

we asked whether DHS may have thought that moving the home.

Miller children to a different foster placeménessentially

uprooting theni might cause more harm than good:

Exactly, at | e a sOneodbtlye thingsraboet the¢ fosteeatei o n .
systemist hat the kids always end up getti
there, everywhere If we advocated for the kids to stay there, | think the logic
would have been | think we can protect these kids, | think we can keep a close
eye ontheni we d o n t disruptahoge kids agaifEmphasis added.)

Neverthel ess, DHS never made the deter mi
license was warranted, and tMélers remained in the home.

Inadequate oversight by ongoing-services worker

Werevewed t he DHS Empl oyeesd6 Manual, which
services, including certain goals that are required by Title XX of the federal Social Security
Act®®One of t he g oPaeventing ad remetlying negledt, abusr explditation of
children and adults unable to protect their own interests; or preserving, rehabilitating, or
reuniting familiesd

We considered whether DHS ongoisgrvices worker Hoffman achieved the goal of
Apreventing or r eMiledchildrengvhile €hg pgrozidet! services to theh e
family.

When a child is placed with a foster family, a foster family placement contract is executed
between the foster parents and DH¥SA contract was executed between Hoffman and Misty
Ray on the samaay that théMiller children were placed with the Rays on April 4, 2634,

1191owa ADMIN. CODET. 4418 130.7(1) fiServicesshallbe directedtowardthe socialservicesblock grantgoalsof:
a. Achievingor maintainingself-supportto preventreduceor eliminatedependency. b. Achievingr maintaining
self-sufficiency,includingreductionor preventionof dependency. c. Preventing or remedying neglect, abuse or
exploitation of children or adults unable to protect tlo@in interest, or preserving, rehabilitating or reuniting
families. d. Preventingr reducinginappropriaténstitutionalcareby providingor communitybasedcare, home
based care, or other forms of less intensive ¢are.

120DHSH6 EmployeeéManual, Title 2, ChapteB, Page135.

121 DHS, Foster Family Placement Contraet70:0716(April 4, 2014).
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Portions of the contract included the following considerations for the ongemvges worker:

T ATo make or arrange for monthly visits wit
social worker or a child welfare service provider to gather information about the care and
supervision of the child. o

T ATo make or arrange for wvisits with the <ch
monthly. Refer to the case plan for specifics, astiiy visits is the minimum number
for required visits. o

We asked Hoffman whether the reference to the
language referred to her. She replied that it did.

In regards to the requirement that a DHS social worker

e There 1s no il grange for visits with the child at least mdgith

suggest that Hoffman visited Hoffman told us she believed she had fulfilled that

the children after the concern obligation. However, according to the documentation

was raised that the youngest we received from DHS, there is no information to

foster care sibling was bruised suggest that Hoffman visited the children after the

A AR I coracgrbwa% (?l%ed tgﬂ? XoHr}geleller sibling v;/as o
. previously ment.i

until August 1, 2014. notes document a visit on June 4, 2014, the next visit

did not occur until August 1, 2014, four days after the
children had left the Ray home and were returned to their mother.

Thus, we found nanformation to suggest that Hoffman conducted a visit in July 2014. The
Miller children were in foster placement until July 28, 2014. July 2014 was also a critical month
considering that a child abuse report was made on July 5 conctraiggungessibling.

Relevant portions of the foster family placement contract included the following requirements
for the foster parents:

T ATo accept the child for foster care place
but not limited to: food, housing, clatiy, recreational activities, personal care items, and

any additional needs defined in the case p
T ATo cooperate with the Department and Juve
the case plan for the <c¢hildepeadendagiedmentsc hi | do
with the childbs parents or guardians with
juvenile court officer. o

Throughout the nearly four months that Miler children were placed with the Rays, a total of
four child abuse reports weemade against Marc and Mistywo concerning th&iller children.

Each of the reports called into question whether the Rays were upholding their part of the foster
parent contract and their ability to provide a safe home for the foster children.

Becaus all of these reports made allegations concerning the safety aAoemgllof children in
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the Ray home, we asked Hoffman whether she was familiar with the child abuse reports received
by DHS during thévii | | place@ent with the Rays. Hoffman stateal tvhe recalled there

being a concern; however, she finever saw any
to review child abuse intakes or any subsequent assessments concerning foster parents, even if
the allegations were about foster childoenher caseload.

AskedwhyHo f f man replied that thTherewasasense Rfsense
wi t h t he fwarmaregisterediddybaesyand | saw the of security with the
children or the people coming to get their children, that was a | family: They were a
sense of securityBecause there were people coming and goin¢ (egistered daycare,
and it was set up like a daycare, so that is a sense of security

N and | saw the
there, yeah. o

children, or the

Field workers handling the child abuse assessments, however people coming to get
were relying on Hoff manés o pg theirchildren. ne f ami
investigations. During the April 10, 2014, assessment, a field

worker consulted Hoffman on her interactions with the family.

Hoffmanreported that she litemade unannounced visits the home and lkdanever seen any
withholding of food or maltreatment of the childréButinHo f f ma n 6 stousgesket i mony
suggestdthathervisits were actuallgnnounced.

We asked whether she believedsthias appropriate, especially consideringrthberof

concerns raised about the Ray family. Hoffman respotidgdhefi maj or i ty of the v
be announced so you can get the |jobwedeone. 0 H
being coopmative with her visits and always allowed her in the home.

Whenever a DHS worker One of the allegations in the May 7, 2014, rejected intake

would come, the was wherever aiDHS workevould come, the

punishment would stop until he left and it would resume

when t hi s TWhisis&xgemelycentcerning. We
believe Hoffmandés assertion tha
unannouncedisits to the home likely gave a false

impression to field worket

punishment would stop,
and it would resume
when the worker left.

Il n an interview with Hoffmands supervisor, Ma
practice: unannounced visits or announced visits. Chappelle reported that unannounced visited
were preferable without question. However, he pointed outitr@inounced visits can pose a

special challenge. He asked:

How much time can you spend running around the (Dallas County) countryside
trying to find families who arendét there?
But can you afford to?We had an expectation to see 100% of families every

single month, how are yagoing to do that with 50 families, and you have 20

We had an expectation to see 100% of families every single month, how
are you going to do that with 50 families, and you have 20 working days?
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working days? That was part of my concern for my folks

We believe it is noteworthy that Marc and Misty operated drmime daycare, and neither parent
worked outside of the home. This meant DHS worketdd easily have visited the home
unannounced with reasonable expectations that one or both would be home.

We found shortcomings in Hoffmands oversight
May 2014, following the staffing between foster care licapsind ongoing serviced.he foster

care licensing worker, notified his supervisors of the issues the same day he received the child
abuse report, and the supervisors$tA Mcinroy involved immediately. It was then

determined that the current fosterecahildren the Millers) would be questioned about the

allegations, and assessed to ensure they were safe.

All of these preliminary steps were appropriate, especially considering there had already been a
food-related child abuse report concerning one efftster care children. However, when it

came to actually executing the plan established by foster care licensing staff and Mcinroy,
ongoingservices staff, particularly Hoffman, fell short. Although Chappelle laid out the

allegations of the May 7, 201¢eejected intake to Hoffman in an email, she never asked the

children about the specific issues, and thus did not fulfill the specific requests made by Mcinroy.

|l nstead, she stated that she Atook careo of t

DHS policy provides that one of the objectives in placing a child in foster care is to protect the
child and provide care in a nurturing and stimulating environment on a temporar{?basis.
Frankly, we believe DHS failed to achieve these objectives favither children while they

were placed in foster care with the Rays.

FSRP services and interference with child abuse report

Messersmith was the FSRP worker for several foster care child ith dth
placed in the Ray home. She believed that throughout her one, V€ssersmith reported that
year enployment with Midlowa, she had at least one childonhe M€V e€ryoneo prijal se€

caseload who was involved with the Rays at any given time, Rays and talked about how
whether through protective daycare or foster ¢&r&She said that | great they were.
she always thought s omeShéafelting h t

she was alone in this respect, howewdessersmith reported that

Aeveryoneodo praised the Rays Aarkde dt aMhkoe di eavbeor uyto n
referred toMessersmith replied that staff at both DHS and-Mida only had positive things to

say about the Rays.

122 DHSG Employee@Manual, Title 2, ChapteB, Pagel.

123|n additionto the report she made on April 24, 2014, Messersmith has been referenced previoushgprothiss
it relates to the two abuse reports she made concerning anothecéwstehild placed with the RaySeptember
13, 2013 (rejected) and September 20, 2013 (accepted).
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Messersmith informed us that DHS and Niidva employees took their own children to the

Raysd daycare. She felt thi
S security around the familly a preconceived notion
Messersmith informed us that that because the employeesbd
DHS and Mid-lowa employees | daycare, all other children in the home would be fine

who took their own children to as well. Messersmith reported to us that she felt she

t he Raysd daycd Wwastreatedas an outsider, questioning one of the
communityés fAtreasures. o
received from others was:
into our community woodyane makéthis jugnerst avérthesk n o w a
amazing people?bd0

S5 v
é:r

This sentiment came from a specific conversation that Messersmith haaD¥8 employee,

who Messersmith recalled was Facebook friends with the Rays. When Messersmith raised
concernsthis DHS emfpyeer e s p o &hklbyddo yol even know who you are talking about?

| took my kids there for years, and they were

Chappelle confirmed that Marc and Misty had advocates within DHS. Considering that there
were DHS and Midowa workerswhohadci | dren i n the Raysd dayc
t hat Asomeone i s watching out for their kid
something wrong there. o

ar
S

Chappelle also acknowledged the potential for a conflict for DHS workers whose own children
were placed in a daycare over seengthbhappdnine agen
those daycare or foster care homes, and if so
what are you going to do?0 he asked. iAnAre vyo
support the home or are you going to support the department
whom you work? Evenifnohi ng happens, I
dangerous to do that.o

Messersmith speculated
that it was easier for
everybody to keep

While many felt a sense of security with the Rays, Messersm sending children to the
recalled that there was alsmeedin the community to keep the| Rays because it would
daycare and foster care placement option open. She pointeC¢ he much harder to find
that there \as nowhere else for many of these children to go.

Messersmith speculated that it was easier for everybody to ki
sending children to the Rays because it would be much hardq
to find a different place for them to go.

a different place for
them to go.

This sentiment was also shared byaGhp el | e, who tol d us, #fAlt was
pl acement, particularly if you had three kids
especially the case in Dallas County, Chappelle noted that there were not a lot of options in the
area, so the choice was to place the children in the few available honoégding the Ray

homei or send them out of the county.

Some of the issues that Messersmith reported to DHS were concerns that came directly from a

child victim. Additionally, Messersmith recalled vivid details provided to her by a former foster
child in the Ray home concerning the treatment of Salanmd her sistersMessersmith reported
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the information to DHS on September 20, 2013, and it was accepted for an assessmeat; howev

she does not believe that she was ever contacted by the field worker.

Messersmith stated that she recalled a lot of food and ealmigd issues with the children in

the Ray home, which raised red flags to her. She said that it was difficult tcaseland get
help for these children because her concerns were not taken seriously by DHS and her
supervisor, Susan Smalley.

In fact, it was not just Messersmith who learned of fosldted issues with the foster care
children. Documentation from Mitbwa shows that Smalley covered a FSRP visit for

Messersmith on May 7, 2014, and learned faom of the Millerc h i | dteaeheséhat the
child had an increased appetite fisince

being

to contact the Rays about this. This is the same allegation made during the April 24, 2014,
rejected intake pMessersmith. Documentation shows that Messersmith notified Smalley of the
report by email the same day the intake call was made, meaning Smalley would have already

been aware with the issue.

Messersmith told us that she
received constant
Apushbacko frd

Within Mid-lowa, Messersmith told us that she receivec
constah  fi p u s hrhSmalleyoaboutrthe Ra§s
treatment othe adopted children and foster care
childrenfil t was very repetiti@about the Rays
resistance only applied to the Rays, not any other famil the adopted children and
in her caseload. foster care children.

Asked for clarification on the resice that she

m Smal |
6t|t]éea1

received, Messersmith stated that Nogva workers were directed to discuss concerns with their

supervisor before making a child abuse report.

Ombudsman Did you have to request permission or approval from your
supervisor before you madehild abuse report to DHS?

Messersmith Yes, his was a Mielowa rule, they want you to correspond with
your supervisor, to make sure the case is understood and worthy of reporting.

Messersmith recalled thinking this was an odd fub@e that she had wer been subject to with

other employers as a mandatory reporter.

We interviewed Smalley, currently the director of FSRP services atdMid, about the practice

of FSRP workers obtaining permission before reporting suspected child abuse to DHS. Smalley
co mme n {Theads ourfpractice, to make sure staff are being in touch with their supervisors to
discuss the situatioinso we are awari supervisors need to be aware what is going on with the

family.o

We inquired whether the practice is for purposesvedrenes®r approval Smalley responded,
Al think ités a di s c uthadaurostaff Have ,saeddogether makingsure n f or n
they are following the guidelindsas a mandatory reporter, does it meet those expectations to be

consideredsugpct ed chil d abuse. 0
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Our interview with Smalley included the following exchange:

Ombudsman Did you ever advise Shelby that it would not be a good idea to
submit a report to DHS?

Smalley. No.

Ombudsman Did you ever advise Shelby that you did not think certain action
warranted a report?

Smalley. There were concerns that were clearly documented that Shelby had, but

if the information was not firshand reported to Shelby, as a mandatory reporter,

she canoti that is not firsthand knowledge, that is not something she observed

or was reported to heré therefore it does
abuse.

Ombudsman Is this a specific instance?

Smalley. N o , | dondt recal | specifically doing

Ombudsman If Mid -lowa or a supervisor tried to dissuade a worker from
making a report, do you believe they could do so under the law?

Smalley. As a mandatory reporter, our staff, if they feel it meets criteria to make a
report, they have thability to do that, if it met those criteria, | would not dissuade
a staff to not make a report of suspected child abuse.

We asked Smalley whether she believesithabking at the information todaythe bruising
concern identified in the FSRP report slibhave been reported to DHS.

Ombudsman Based on the information contained in the FSRP report, do you
believe the bruises should have been reported to DHS?

Smalley. | would say bruises alone and on their own, are not reportable. It is the
manner in wkch it is communicated as to how those bruises may have océ¢urred
that is what could be potentially reportable.

Ombudsman Would placemeniof the bruising]be a facto?

Smalley P| acement €& it could be
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Messersmith indicated that the bruises were n
accidental injuries that she believed eanused by the Rays. In our judgment, the information
concerning the bruisésparticularly the

placement of the bruiséssupport the _ _ _
assertion that a child abuse report should hay !N our judgment, the information
been made. concerning the bruises 1

particularly the placement of the
bruises T support the assertion that
a child abuse report should have
been made.

Smalley told us that she did not recall
discussing the braing issue with
Messersmith in June 2014, nor did she recall
how she responded.

When we interviewed Hoffman, we asked her,

in general, whether there was frustration with Messersmith making reports and raising concerns
about the Ray family. Hoffmanrespand t hat , 0 b e cianotbirggcauldeverbe was |
proven, and it was looked int&o, if you keep making reports but nothing can ever be

proven, that doesndt. hélev armyytblbidryg i ma s hlad o keads
f o u n deEnghasisadded.)

Separately, we asked Smalley to elaborate on her June 18 emaittodMwia 6 s L or i Mo z e
which she discussed a meeting she had with Messersmith and Mark Chappelle. In the email, she

wrote that Chappell e agr eneatssarybatthatMessesmithl i ¢ f |
needed to Ahear from the DHS end. o Smal |l ey s
beli eved Messersmith had gone to a motherds a
than bringing t h &mexplainedthiaE@happeiiawardea to havena.
conversation about the i1issue and fimake an exa
setting. However, it was ultimately determined that Chappelle, Smalley, and Messersmith would
meet to discuss Messemi t hés handling of the case.

Asked for his comment on Smalleybés statements
to make an example of Messersmithoés actions d

|l would |Iike to think | wouldnét be a jerk
embarrassing way. If | had Susan and Shelby in front of me and | knew Shelby
wast al ki ng to an att or nethat Butcrwityinghdr say t hat
as an exampl® others,npt hat 6s not how | operate.

Although Chappelle does not recall intending a
Apubl i c ofMessersgithnvee delieve that Although Chapelle does not recall

the evidence suggests a clear intention to I ntending a dApubllic flo
reprimand Messersmith for speaking ughe the evidence suggests a clear
outcome of the meeting was essentialpriaate intention to reprimand

flogging, in which Messersmith left feeling
defeated after receiving a clear messafjed o vy
visits and shut wup.o

Messersmith for speaking up.

During his interview with us, we asked Chappelle to elaborate on his concerns. He explained
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t hat t Wwiele bt oficenfidéndiality and ethical issues withthis. Chappel |l e shar
Ai f Shel by f elistenedtd, and felalikerslietneetbed o cagse something to
happen, | kind of understand that logic, but no, you just cannot do that.

While we understand that DHS has contracted with-Mdwia to provide the FSRP services on

their behalf, we do not believkat this would preclude the FSRP worker from sharing concerns
with an interested party in the case, such as
of confidential information that should not be sharesdich as information that Messersmith

learned only through her access to, or discussions with, case management or the ongoing

services worker. However, potential abuse that Messersmith witnessed herself that she found
concerning does not fall under this confidential category.

We agreewith@appel |l e that an FSRP worker should not
Arather than going to DHS. o However, it is e
concerns to DHS, and those concerns were ignored to an alarming extent. ifijseleg she

knew to the motherds attorney may have repres
Chappell edbs perspective, but we believe that
safety of the childrenin hindsight, it may have begmeferable for Messersmith to express her

concerns to the attorney more openly and transpariefitlyexample, in an email that included

Chappelle, Hoffman, and the other legal parties to the case.

Messersmith explained to us that her job as an FSRkewaas to advocate for families in the
DHS system and provide help for the children and parties involved.

We find, however, that Hoffman failed to take

documentation from 2014, as well as her testimonystollustrated her grave concerns for the

safety and welbeing of the Ray children and the foster children in the home. Messersmith

informed DHS of these concerns, but believed her efforts were being disregdrdefd.f ma n 6 s

recollection of her responseo  Me s s e r s mi thahtidese wasmam berefit to keep

reporting concerns when nothing could be provenu pport s Messer smithods cl
received resistance on the issues she had raised.

We believe Messersmith We believe Messersmith showed courage and integrity at a

showed courage and critical moment when she knew the children were being

integrity at a critical mistreated and that DHS was failing tine Unfortunately, .

e A e e e DHS_ and Mess_er smithoés superviso
: . correcting her breach of etiquette rather than acting on the

th? children were being serious and urgent concerns she had identified. It would be

mistreated and that DHS | gisappointing and unfortunate if Chappelle, Hoffmarj an

was failing them. Smalley hadnerelyd i sregar ded Messer smith

But it is appalling and shameful that Chappelle and Smalley

were actively stifling her efforts and reprimanding her for

speaking up.
CONCLUSIONS AND RECOMMENDATIONS

Many significant events occurrégtween April and November 2014. During that sewemth
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period, DHS was actively involved with the family through the receipt of five child abuse reports
(two accepted intakes and three rejected intakes), a daycare licensing complaint, foster care
licenang and ongoingservices, and FSRP services.

Keeping foster children in the home

Regarding the decision to place a fihol do on t
decision following the April 10, 2014, accepted intake was appropriate. oyjeestion,

however, DHS 6s dder chedremimthetRay hkneeaffer itthédeeceived three
additional child abuse reports about the Rays, two of which involvedittez children.

We concede that placing children in foster care creates a
What is equally troubling is disruption in their lives. By itself, changing placemeénts
especially if they are moved outside of a familiar

allowing children to be - .
g communityi could be exceptionally stressful.

placed in a foster home in

which there is a continual What is equally troubling is allowing children to be placed
concern for the well-being in a foster home in which there is a continual concern for
of the children. the wellbeing of the children. We believe that the risk in

the Ray home wa®o high.

There is no formal policy regarding the practice of placing
a foster car eAdditmmallylthere is mo aiidulatéd ghrocedure concerning if and
when foster care children should be removed while there is a hold in place. ihstidnse,
DHS determined on April 11, Z2u@urkedlacementsabuttha i h ol
Miller childrenwould remain with the Rays.

We believe DHS would benefit greatly by creating a policy that details the protocol for placing a
fosteremi 'y on fAhol d. o Further, the protocol f ol
home should be examineth this case, DHS debated at an April 11, 2014, staffing whether the

Milerc hi | dren shoul d be r e mo Wedonotbelieve the Rayso6 |
We do not believe the question should have lfetre question should have

children should be removed, bubhen If DHS does not
trust the foster home for future placements, there should k
no question whether the foster home should be trusted fol
current placements. Logistically, we understand that it may

have taken time to identify a new placement for the children, and removal may not have
happened immediately. However, there is no qoedhat as soon as the decision was made to
pl ace the home on promply degun th®prbBessstdiconsitiedaltennatives
placement options. Keeping the children in the home should never have been an option.

been if the children should
be removed, but when.

We found the decision to keepetMillersi n t he Ray home foll owing th
unacceptable, and the decision to keepMhlers in the Ray home as new concerns and child
abuse reports continued to be filed was unfathomable.
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As detailed in our analysis, we did not findtherewaa@hh s t o revoke the Ray:
license. However, we believe sufficient grounds existed at least later in 2014 to formally
suspend their license.

We do not believe any person hasght to hold a foster care license. DHS is granted the

authority to dictate who should have a foster care license, and who should not. If events occur to
put into question whether foster pat® can appropriately care for foster children, or whether the
children placed in the home are safe, then DHS should have the ability to suspend the foster care
license and remove any children currently placed in the home. Given existing policies, however
it appears that the conditions for suspension are much too difficult to achieve, and unfortunately

T as was the case with thMillers i foster care children are the ones who ultimately suffidiS

should review the standards to

suspend a foster careditse, such that| DHS should review the standards to

the focus is on the best interest of the, suspend a foster care license, such that the

children. focus is on the best interest of the children.

Decision to reject intakes

It is our opinion that the April 24, 2014, intake should not have been rejected. In addition, we do
not agree with DHSO6s det e rthatithe Bayi7 and Ndvembdr Z2bwi n g
2014, intakes were appropriately rejected at that time.

Notifications to daycare licensing

We conclude that daycare licensing staff did not receive notiaeyafhild abuse report made to
DHS involving the Rays, with thexception of the April 10, 2014, accepted intake.

Failures by the ongoing-services worker

We found no supporting documentation that Hoffman visited the Rays in July 2014. During that
same time, the Rays had refused Messersmith entry into their homerditsgcto DHS records,

it appears that a number of the visits occurr
Ray home, as required under the foster family placement cotitact.

We also found that Hoffman failed

to review the intakes and Hoffman failed to understand that the majority of
assessments that occurred during | the others involved with the family were counting
the placement of the foster care on her to have eyes and ears on the family.

children under her watch, which

prevented hefrom ensuring the

safety of the foster care children. Hof f mané
of the Rays was misplaced. Hoffman failed to understand that the majority of the others

involved with the family were counting drerto haveeyes and ears on the family.

124 Case notes authored by Hoffman detail visits on June 4, and August 11@€iegtMiller home. According to
the case notes, visits to the Ray home occurred on April 4, and May 6, 2014.
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DHS administration and foster care licensing took affirmative steps to formulate a plan following
the rejected May 7, 2014, intake call about a former foster care child. That placed the
responsibility on Hoffman to question the current foster childrethespecific allegations and

to ensure their safety. We found this plan was sound, but unfortunately, it was not carried out
appropriately by Hoffman when she failed to ask the children specific questions relating to the
rejected intake or contact the wee providers.

Additionally, Hoffman shared with us that she cannot recall seeing the adopted children beyond
perhaps on one occasion, when she was introduced to one of the adopted daughters. This means
t hat Hof f man 0 s neves seenrarty withhollding osfdoe or imadtréatment of

Sabrina or her sisters was misleading.

Regarding the July 5, 2014, accepted intake and unfounded assessment, we conclude that
Hoffman failed to provide important information to the field worker handlwgassessment.
We believe this failure significantly impacted the e | d wmwvestiga®n. 6 s

Failures of ongoing-s er vi ces wor ker 6s supervisor

We have concerns albandinactorns anghis edsd.Fesh we qaestion o n s
Chappell eds rat Mldenahiel doen kierpt mg Raoe home wh
placed following the April 10, 2014, accepted intake
and staffing.Chgpelle explained to us that DHS hac _ _
intended to keep an eye on the children to ensure tt DHS decided othgr children
safety in the home. However, this rationale seems | could not be safe in the
seriously flawed. DHS did not believe other childrer home, but the Millers were
should be placed in the home, but Bider children treated as an exception.
couldremain. In essence, DHS decided other

children could not be safe in the home, but the

Millers were treated as an exception. Based on the events that follow#tilléhe were just as
vulnerable as any prospective foster child.

Additionally, as Hoffmab s supervisor, Chappelle was in cha
handling her cases appropriately and in compliance with DHS policies and pradficaswe

learned, however, was that Chappelle was initially unaware that Hoffman had not fulfilled the

requess handed down by DHS administration following the May 7, 2014, rejected intake and

staffing.

91



Ombudsman Investigative Report

Interference with making a child abuse report

lowa Codesection232.70statesi The empl oyer or supervisor of a
permissive reporter shall not apply a policy, work rule, or other requirement that interferes with
the person making a report of child abu&8 If it results in a report being suppressed fivaly
believe thaMid-1 o w préctceof requiring FSRP workers to confer with a supervisor prior to
making a child abuse report iv@lation of law.

If it results in a report being Messersmith should have been permitted to make the

suppressed, we firmly believe child abuse report concerning the bruisingte
that Mid-l owa 6 s pr ac|t ifoster cacefchild thathe observed during her visit on
requiring FSRP workers to June 12, 2014. Though Smalley does not recall

confer with a supervisor prior to whether Messersmith raised concerns of the bruising

to her, we found there was sufficient corroborating

evidence to suggest that this discussion did caodr

resulted in the decision that Messersmith would not

make a report to DHS. Hof f m
her case notes specifically supports this finding.

making a child-abuse report
violates the law.

We believe there was sufficient information to warrant a report to DHS based on the

observations nde by Messersmith during her visit. DHS policy indicates that for a report to
constitute an allegation of physical abuse, t
require a healing process or there is damage to the body that results ia thdhde o f °a c hi | d.
An accepted intake will lead to a child abuse assessment when it involves aamcidental

physical injury, or an injury that does not match the history given for it, that is suffered by a

child as a result of the acts or omissions péeson responsible for the care of the child.

We also believe that some of the pushback fro
concerns about Messer smit hdMilleis.aSmdlleyiretalledof t he
Chapelle raisingtheisse about Messersmith going around DH

could have caused Smalley to impose a tighter

Despite the resistance from Smalley, Messersmith stated that the CEO-lnfnatd® met with
herand was supportive of her handling of the case.

The Ombudsman recommends that DHS:

2. Create apolicy to articulatet he pr ot ocol for placiandg a f os
ensure thatfosterc ar e chi |l dren placed with a family
assoon as possible.

1251owa CoDE § 22.70(2).

126DHSH6 EmployeeéManual, Title 17, Chapter Aage6

1271owA CoDE § 232.71B(1)(a)(1).

128 The website for Midowa identifies Christine Secrist as the founder and CEO.
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3. Review thestandardsnecessary to suspend a fosteare license, such that the focus
is placed on the best interest of the children placed in the home and whether those
children are in a safe place.

The Ombudsman recommends thaMid -lowa:
1. Review itspractice and policy that requires consultation between FSRP services

workers and supervisorsto ensure nonrinterference with reporting requirements,
consistent with lowa Code section 232.70.
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Following the November 25, 2014, rejected intake, nearly a full year passed before there was
another child abuse report concerning the Rays.

NOVEMBER 2, 2015 ACCEPTED INTAKE AND FAMILY ASSESSMENT

DHS received &hild abuse repordn November2, 2015 regarding concerns about Sabrina and
her sisters. The call was made during business hours and handled by a Centralized Services
Intake Unit (CSIU) worker.

A store customer had seen the Ray family, including the three girls, al&Wabn November 1.
The customer had concerns about the children due to their appearance, so she followed the

family out of the store and wrote down the Ra
The customer reported to DHS that the children

appeared fAlistless and The_customerreport(?dthatthe the ¢
looked emaciated. She described thatone chiidwh ¢ hi | dren e appeared Al
appeared to be 12 years and i |tkhoofttheahidden te ski
bonesooked dhorexic.o looked emaciated.

explained that the three children were not behaving

normally.

The intake was accepted fofaamily assessmerand assigned tihefield worker who had

previously completed the April 10, 2014, assessment involving the Régstield worker

conducted an unannounced home visit on the same day the report was made. She spoke to
Sabrinaand her sisteraway from Marc and Misty. The girls said that they were fed regularly

and ate as much as everyone else in the home.

Theworkedocumented her visit in the family asses:

very thino and added, AdAtwashohad & heatsasSmdieenava
as she wants, both snacks and three meals a day, but has a very high snetatddtien we

askedhe field workemwhere she got this information, she stated that it came Salmina

herself

Thechild protective services family assessment summary also hated t  fi[@hadher i n a
sistersjwere home schooled, which was overseethbyHome School Department of the Perry
School ¥ystem. o

After the home visithe workec ont act ed t he chil dren8® medi cal
documented that she was told the children were seen oaneedsd basis for illnesses and

129 Telephone call with Department of Education School Improvement Consultant and Home School Contact Buffy
Campbell on March 2, 2020t appears the information given the field workemwas that the gis were completing

a Home School Assistance Program (HSAP), which is a program in which a district must employ one or more
properly licensed instructors to provide instruction and have contact with the family at least four times per quarter.
However, it vas explained by the Department of Education staff that the Perry School District does not have a
HSAP.

94



2015 Family Assessment

checkups.DHS later revealed in the Confidential Briefing that, aside from a-Méatt eye exam
in 2014, their records reflected that Sabrina had not been seen by a medical provider since July
2012130

The field workerand her supervisor determined that the children wafe and no referrals were
made to community caréNo formal finding was made by the field worker,aamily
assessmemtoes not include a determination of whether abuse occtirdthe family
assessment was closed on November 12.

ANALYSIS

We do not lave any concerns about the manner in which the CSIU intake worker handled the

call, or the intake unitdés decision to accept
idenial of critical careo and tiatedamgéeti?Ther en we
intake worker appears to have appropriately reviewed and documented the prior history of the
family; AHistory in JARVIS indicates previous
children. o

We did, however, consider whethbe field workershould have taken further action before
concluding that there was no concern with Sab

provides that Athe child protection worker sh
when advice is iguired in order to determine if the child requires or should have required
medi cal or mental he al® AdditormallyeDH% rsay tefere childegtsau | t o

physician for a physical examination if warranted by the circumstad#tes.

When askd why she did not refer the children to a physician or seek medical consuttegion,

workerr epl i ed that she did not think it was nece
medical provider and did not see, in her opinion, any signs of malnmagluch as sunken
cheekbones and oro b oFahesstx hpidsa,i cekd ntgh aotutiit he c¢chi |
be any thinner than The WogeMeastdssementwiththe saw t h
Rays (stemming from the April 10, 2014, chélduse report) included an allegation that the Rays

were not feeding the adopted girShehad documented in that assessment summaryhhat

children told her that they were given three meals and two snacks each day, and were never

denied food.

After Sabrinatés death, Misty told | aw enforcement offi
Aitwo or three Yy elaavedbeen 20b4dmr 201W)hbutdvisty wdicatéd dhat she could not recall which

doctor they had seen.

1 lowa CoDE § 232.68(5)(c).

B2 There are two types of assessments: a athiltse assessment and a family assessment. The family assessment is

not used in physal or sexual abuse cases, or other types of serious abuse cases. The intent of the family assessment

is to match families with services and suppoAdield worker must begin a family assessment within 72 hours of

receiving the reportSeeMay 1,206, presentation, titled ADi f-Buecauent i al R ¢
Chief for DHS6s Bureau of Chandiid oWal Chi ¢ da We | €Cammu RAistse s .
Di spositi on, Chitps:idata.ioveamal/PoblBafetyd owaChild-Welfare Assessmentby-
DispositionCoun/er5ekmgaq

¥DHS6s Employeesd ManBagd8a Title 17, Chapter B

B4DHSO6s Empl o yTatle k7 6ChaytarrBRaagd 9,
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Additiondly, we asked for clarification on the information thia¢ field workereceived from

the childrends medi cal records request. She
provider during the assessment but did not receive a call backitietithe family assessment

was closed. The information received, she explained, did not change the outcome of the family
assessment that the children were deemed safe. Had there been concerns raised after her review
of the medical record¢he workersaid that she would have either requested additional time for

the family assessment, or requested that it be transferred to a child abuse assessmerfpathway.

Asked why she closed the family assessrbefrereceiving the medical informatioshestated

that generally it can take a few days to get medical records, and since field workers get only 10
days to complete the family assessment, they typically do not have sufficient time to obtain a
response from the medical provider. In this case, becauséeroconcerns were brought up
whenthe worketrvisited the Ray family, she determined that it could be closed without first
receiving and reviewing the medical information.

We askedhe field workeiif she received adequate training We asked the field
through DHS on determining whether a child is malnourishec¢ worker if she received
Shereplied that she did not. Specifically, she indicated that s adequate training
had not receivednytraining on how to identify through DHS on
malnourishment. She believed field workers should receive .

specialized training concerning malnourishment, though she determining whether a

acknowledged that workehave been told to be more child is malnourished.

cognizant of fooerelated allegations following the deathsof | She repl i ed| no €& s
Natalie Finn and Sabrina Ray, and to specifically ask questio had not received any

relating to what the children are eating in the home. training.

CONCLUSIONS AND RECOMMENDATIONS

At the time theNovember 2, 2015, intake report was received, there had been three prior food
related reports made about the Rays. Although we did not find any major concerns regarding the
handling of the family assessménan unannounced visit was made, the childrerewe

interviewed alone and were asked about the allegatidris notable that this same approach

was taken in prior assessments concerning similar allegations, and the same conclusion was
reached. It begs the questiomwhy were reports continuing to beade even after the issues

were assessed?

Additionally, this family assessment was the last opportunity DHS had to interview and observe
Sabrina and her siblings, and the last time DHS had eyes and ears on Sabrina prior to her death.

This means that thast individual charged with assessing the safety of Salihe&eld worker,
did not have adequate trainingr indeedanytrainingi on identifying malnourishment in
children.

135 A family assessmeiiss reassigned to a chikbuse assessment any time it appears the child is noBsafday

1, 2015, presentation, titled MBhirfefaaur eChti ied| f RaikDHSEDes, B
Welfare and Community Servicaedii | owa Chi |l d Wel fare Assessments by Disp
https://data.iowa.gov/PubliSafetylowa-Child-Welfare Assessmentby-DispositionCoun/erS5ekmga
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At the time of her adoption by the Rays in 2012, Sabrina weighed %idposix months later

she weighed 53.8 pounds. One and a half years after her adoption, a field worker described
Sabrina as Athin but not abnormally thino in
later, on April 10, 2014, a report was submitédldging the Rays did not feed the adopted girls.

Another report was filed later that year, on November 25 that alleged one of the Ray children

was fivery, very, very, thin, o0 and suggested s
last report orthe family in 2015 that the children looked emaciated.

The pattern that developed throughout the years and months prior to this family assessment is
evident.

In both the Finn and Ray cases,
In both the Finn and Ray cases, the children were | {he children were coached into
coach_ed to prowd_el certain answers to DHS providing certain answers to
guestions. In addition, the parents in both cases DHS . | g -
were adept at explaining away allegations. que S L EER TS Lmea
Similarly, in both cases, the field worker failed to | POth cases, the field worker
confirm malnutrition upon visual inspection. Had | failed to confirm malnutrition
the field worker been trained to identify malnutritior upon visual inspection.
rather than trust the explanation she received, the
outtome may have lea different.

In addition, DHS field workers would benefit greatly if they had medical professionals they

could consult on such cases. Sabrinabés medic
reports about her thin appearanagjld have triggered a medical provider to look more closely

at the situation.

One option DHS should consider is implementing a medetated assistance service similar to
the Service Help Desk that provides explanations and answers to DHBrstadfhout the state.
An assistance service, staffed fulltime by medical professicr@iéd operate as a resource for
DHS workers who have questions regarding a med@ated issudoth when conducting child
abuse assessments and when developing/gaéets.

Anot her option is for DHS to develop a contra
agencies as they employ nurses or contract for nursing services. This would allow a local nurse

to actually visit the home when necessary and rewedical records. This is not a novel idea.

We have been told that juvenile courts in |ow
court cases. We have also found other county and state child welfare agencies that employ

nurses. For example, Mmr County [Pennsylvania] Children and Youth Services investigates

child abuse reports and has employed atflie nurse for over a decade. The nurse is

responsible for reaching out to doctors and interpreting their reports. The nurse also goes to
homeso evaluate the children and conduct weight checks if warranted. A supervisor at Mercer
County described their nurse to our office as
management.

Once again, we believe that increasing reaetdntiontimeframes by adopting laws similar to
those in New Hampshire and Indiana would help Bité#f better identify patterns of child
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abuse. Sepage49 of this report for additional information on New Hampshire and Indiana
laws.

The Ombudsman recommendshat DHS:

4. Conducttraining for field workers to help themidentify signs of malnourishment
and when it is necessary toefer a child to a physicianfor evaluation.

5. Utilize readily-available medical professionals for consultation on cases, including
casef alleged malnourishment. This could be accomplished by:

a. Employing or contracting with medical professionas who are available to
staff cases of malnourishment

b. Establishinga Medical Help Desk similar to the Service Help Deslor

c. Contractingwithl owadés county public health agen
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Child-development homes are required to have annual unannounced compliané& vidits.
|l ast two home annual compliance visits at the
December 1, 2016, and were handledhgysamdHS daycare licensing worker.

DECEMBER 4, 2015

The daycare licensing workdocumented the December 4,2045, si t t hr ough DHSO s
iChecklist for Child Dée¥ aActodipgnethiddocHoenteheRe gi st r

Raysd6 daycare was found to be out of complian
fire, ambulance, and poison information posted by tlmehnot having the numbers for each
chil dés parent, physician, and a responsibl e

emergency parent contact information in travel vehicles.

twasal so not ed t-aidkitdid noteontiaigpssable twieazers, and daycare
records did not include physical examination reports for all children, nor immunization records
for one child. Certain training and certification information was also found to be out of
compliance: ardiopulmonary resusciian (CPR) training expired in October 2015, and there
was no training completed during the renewal period (12 hours of tragnieguired for each

year).

Lastly, the daycare licensing workdocumented that not all adult household members had
physical examination reports available.

Though there were certain areas out of compliastoefound that the corrections did not require
afollow-up homeuvisit. Instead, it was requested that the Raygdke the necessary corrections

and seHcertify these corrections to DHS by January 19, 2016. According to DHS records, Misty
signed a document on January 18, 2016, certifying that she had taken all the steps necessary to
correct each of the identifiedolations.

DECEMBER 1, 2016

The next homeompliance visit was conducted almost one year later on December 1, 2016.
DHS 6 s c¢ h e c kdevelgpment home regibtriatiordshowed that the Rays were out of
compliance in several are&s.

The daycare did ndtave documentation of physical examination records for nine children, or
immunization records for six children. The daycare also was not tracking hours of substitute
employees.All other areas on the checklist were found to be in compliance or were not
applicable.

The daycare licensing workaoted that the issues did not require a foliggvhome visit, but
needed to be corrected by February 6, 2017. In a letter to Misty following the visit, dated

136 1owA ADMIN. CODET. 4418 110.4.
137 DHS, Checklist for Child Development Home Registratibf0-0625 (December 4, 2015).
138 DHS, Checklist for Child Development Home Registratidr0-0625 (Decerber 1, 2016).
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December 15, 2016he workem ot ed t h at ifyschreections have theerimaderduring
the next annual compliance check. o

The December 1, 2016, horaempliance visit was the last time DHS was in the home prior to
Sabrinads death 162.days | ater on May 12, 201

ANALYSIS

One question we considered whemlerating the homeompliance visits from 2015 and 2016

was whether the areas that were found to be out of compliance should have requiredapfollow
home visit to confirm that corrections had been made, rather tharesi#fication. According to
DHS pdicy, there are certain circumstances where follgwhome visits are required to certify
that all outof-compliance areas have been corrected. The areas include, but are not limited to:

DR#issing several fire or safety measures: no exit plans, alarnssgpisvrong
extinguisher, etc.

DExtensive failure to maintain child file documentation

DFEailure to be in compliance with areas that were out of compliance at time of the
previous annual inspection

D&ubstantial concerns of general noncompliance etigcklist
DEoncerns regarding over numbers or general supervision
DEoncerns regarding safe sleep practices

DEoncerns for outdoor safety (pools, fencing, hazards, etc.)
DEoncerns regarding childrénaccess to unsafe materials

DPhysical location concerns such as electrical cords, fire hazards, smoking in the
home, etc.

DFfead concerns

DAnything else that requires visual inspection in the home to verify
compliance'®®

First, a followup home visitis required when therehassbe fnext ensi ve failure
file docd*Rmltiacy ofnurdt her expl ains that the #dAct
information, emergency information, medical consent from parent, physical examination report,

DHSO6s Empl oyee 2&hagtamReges2, Title 1
l40|d_
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immunization certificate, ltsof authorized pickup people, permission from parent to attend
activities, and injury report formé!

I n both of the Ra-gomplian2elisits, tharevaas igf@rma@on miesmgefrom
the child files, including physical examination records and immunization records. Int2@15,
daycare licensing workerlso documented that the emergency parentact information was

not in the daycareds travel vehicles.
Considering the number of records and i nfor ma
say whether the missing informationinheme® mp | i ance vVvi sits wgae fext

follow-up visit should have been required after the 2016 visit basedor  w dimdikngethiad s
child files were still missing physical examination reports and immunization records. The policy
s peci f Faduse totblia compliance with arghast were out of compliance at time of the
previous annual inspectiomequiresa follow-up visit.

_ We also considered whether the daycare licensing worker
We also considered

foll owed policy by observing a
whether the daycare home during the daycare corigpice visit. Under a
licensing worker followed heading | abeled fAlndoors, 0 DHSE
policy by observing all the rooms should be observed for compliance. If a room is
rooms in the inaccessible, ask for entry. If entry is denied, document

H 42 -
We believe that this and talk with¥your supervisor.

requirement was We believe this requirement wagecifically relevant to

specifically relevant to the the case, based on the conditiont di e lgedroom ato

case, based on the the time of Sabrinads deat h.
condi tion of [t hievidgnce ofalagk and alarm on the bedroom door,
bedroom at the time of boarded up windows, no mattresses, evidence of carpet

hastily ripped out, toddler potties on the fldoexisted at
the time of the homeompliance visits, this certainly
would have raised red flags.

Sabrinabdbs dea

We asked DHS where on the checklist daycare licensing workers note that they have observed
all of the rooms in thedme for compliance. DHS responded that workers document this by
checking fiyeso or Anoo next to a box that s
and free from hazards. 0 D Howerdy thateabigne is&ge  f ur
sanitary, and free from hazards, the worker must observe the home in its eftrefyrogram

is required to be located in a singéamily residence by code. We register the entire child
development home address, not only the child care space

t a
t h

In the 2015 and 2016 Checklistsedaycare licensingworkerh ec ked fAyeso next t
stating, AConditions in the home shal/l be saf

However, wherwe interviewedthe worker, shetated that she examined only the dowevel of

YDHSO6s Empl oyee 2dhagtafmRaged22i 24 i
Y2DHSO6s Empl oyee 2dhagafmRageb3, Ti

1

tl e
tl e 1
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the home where the main areas of the daycare were found. She admitted she did not examine the
second floor of the hom&heexplained that her typical practice watiserve the rooms in the
home that are relevant to daycareless she hasispicions of something going on

The daycare licensingworkerol d us that the home was dcl ean
recall seeing any of the Ray children in the hoi8hedoes not recall specifically if she saw
Sabrina during the December2D16, homecompliance visit.

Based on the description of the scene on May 12, 2017, the Perry law enforcement officers found
Sabrina deceased in a downstairs bedroom, which was located off the dining room and away
from main daycare play aré® The informdion we received does not suggest that this bedroom
was examined during the hormempliance visit.

We asked DHS for clarification on when daycare licensing staff were given instructions on the
requirement to observe all the rooms in the home. We wer¢hatl@®HS policy was updated in
September 2016 to include the requirement that all rooms be observed for compliance.

However, DHS maintained that staff were actually informed of the requirement prior to the
formal change to policy. Specifically, DHS t&td that staff were informed during a conference

call on July 23, 2014, as well as through newsletters that are issued to providers and staff in the
June 2014 and September 2014 editions. Lastly, DHS informed us that staff were again notified
of the requiement to observe all rooms in the daycare home for compliance when the policy was
updated in September 2016.

Asked whether there was specific training on the requirement after the policy was updated, DHS
responded that At he erepentc Nosspecifiw trainimgoscurredt a new
outside of ongoing communicationédofaaich as con
meetings.

DHS did share that the requirement to observe all the rooms in the daycare for compliance is
covered i n angdoBryg, whibhlistoffeted ta allisocial workers who do complaint
and compliance checks inchitte vel opment homes. According to
and workers responsible for these checks have

She did not recall We presented this information tive daycare licensing worker
during our interview In responsesheexplained that she did
not recall receiving training to observe all of the rooms in the
home for compliance wih June 2017, a montifter Sabrina

receiving training to
observe all of the rooms

in the home for. died Particularly, she stated théaetre was a huge push in
compliance until June June 2017or workersto inspectall the roomsn homes during
2017, a month after compliance checks.

Sabrina died.

During an interview with former DHS supervisor Chappelle,

who oversaw daycare licensing workers, we asked whether he
recalled daycare workers receiving notice of the direction to observe all the rooms in a home. He
ddnot recall, thhohegdéd Wwaes sha@armuch hat ufit goi ng o

143 Mandatory Reporter form submitted by Dallas County EpAS8amedic, May 15, 2017.
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surprised people missed th§T.he daycare licensing workenjas a conscientious worker. If she

mi ssed it, it was genuChamellgeabbratedause she di dnbo
The Department can point to a newsletter, [
stuff. You had tons of information coming across your computer through email,
and youb6d go to meetings, something |ike 't

t h a tedlly critical piece, bun the scheme of things, you weigh that against

the 100 other things that were on the chec
and if it wasndét on the checklist, you hayv
newsletter, or o CIDS cdlthat maybe somebody missed, or they came on late,

or somebody else on the CIDS call was doing somettistgacting There are

100 different ways thdthe daycare licensing workecpuld have missed that.

DHS informed us that they had notadis ver ed wunt i | aftheedayca®eabr i naods
licensing workehad not examined all of the rooms in the home during the 2016-home

compliance visit. Asked whetherh e  w danélisgrh@dseen reviewed, DHS responded that
Athere was iaew i aff otrhmealwarekver 6s handling of the
DHS explained thad h was oached by the supervisor regarding the necessity to observe all
rooms. 0O

We also considered whether the pressure of

The worker reporter to us that one of high caseloads could have impacted the

the biggest obstacles in fulfilling the daycare |licensing workero
duties of a daycare licensing worker is a thorough review of the homé&he worker
not having enough staff to do the job. repoted to us that one of the biggest obstacles

in fulfilling the duties of a daycare licensing

worker is not having enough staff to do the

job. She stated that there is high employee turnover within the area, and on top of that, there are
800 to 900 registed and nosregistered clients in the Des Moines area that workers have to see.
Shestated that the unit has only two ftiline and one pattime workers tasked with completing

these visits.

The daycare licensing workshared that it is very hard to mestery daycare provider on their

casel oad, when t her e-ingpecton giditssand céntplaim gisitstebes i t i v e
done. She explained that the uimbuld definitely benefit from an additional one or two

i ndi vi du aHosveverg Wap hermpressiorthat the Des MoineServiceArea believes

thatthe unit isfully staffed.

Chappelle shared similar sentiments regarding the caseloads of daycare licensing staff. We
shared the numbers ththe daycare licensing workprovided and asked the information
shocked him. He replied:

We just busted our buttstodoth#at.6 m not shocked by anything
Department after 48ome years with thenilhere was always way more than
youcandoé |t ds more ridicul ou,syoutknow,me i t was sh
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say we care about ki
daycare workers é bu
added.)

ds i tds nofive how we sp
t I e

, 0

at Emphasisma ke peopl
We requested and received statewide numbers from DHS for daycare liceaimgcstiendar

years 2015 to 2018. The total number of daycare licensing checks conducted during 2015, the
year oftheseconeto-last visit to the Ray home, was 4,977. Of that number, 3,482 checks were

completed on childl e vel op ment h o maverage aniual cadseloadomask2é9d, and
the average monthodés caseload was 18.

In 2016, the year dhelast visit to the Ray home, the total number of daycare licensing checks
conducted was a bit lower, at 4,756 (ckdieivelopment homes were 3,193). Eachh vioe r 6 s
average annual caseload was 209, and the average monthly caseload was 17.

The numbers for 2017 increased to 5,590 checks conducted by daycare licensing staff (4,044 of
which were childdevelopment homes), with an average annual caseload of 24&yarmrage

monthly caseload of 20. DHS explained that this increase was the result of changes made to the
Federal Child Care Development Block Grant regulations, which added new requirements for
nonregistered homeisspecifically, that nowegistered hongebe subject to compliance checks,
when checks were previously only required for registered homes.

DHS further explained that since the implementation of the block grant regulation changes,

A ma n y-registened homes have chosen not to continue theirchdld e busi nesses, 0
ulti mately brought #Athe number of homes where
they were prior to 2017.0

The documentation provided by DHS supports this assertion: in 2018, there were 4,574 checks
completed by daycateensing staff, 2,996 of which were chitibvelopment homes. The
average annual caseload for workers was 201, while the average monthly caseload was 17.

CONCLUSIONS AND RECOMMENDATIONS

Based on the information cont @ichlédbtvelopmenDHS 6 s 2
home registrations, we believe that a folaw home visit should have been required following

the December 1, 2016, visit to the Ray home. Becthgskcensing workefound that the

daycare was out of compliance in 2015, and amge2016 for having incomplete information

within its child files, policy specifies that a folleup visit was required to ensure that

corrections were made.

We determined thdhe daycare licensing workeras sincere in her testimony to us that she did
not recall being given the instruction to observe all the rooms prior to her home visit on
December 1, 2016. While we also found no information to suggest that DHS was lax in
providing direction to its woms, it appears that the direction was perhaps insufficient. Had this
directive been clear and the rooms examined, we believe it is likely thabtkerwould have

seen Sabrina and her siblings. As a mandatory reporter, the physical conditionéitbe c

could have raised concerns warranting a child abuse report.
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Outlining the requirement in the checklist to examine all rooms during compliance visits would
not only clarify the instruction, but also ensure that licensing workers document thieir wo
during home visits.

DHS should also consider the sentiments of Chappelle and daycare licensing staff who are
concerned with caseloads in the unit.

The Ombudsman recommends that DHS:

6. Provide additional training to all daycare licensing staff to ensure that workers
know when afollow-up visit of a homeis required due to nonrcompliance.

7. Include in the checklist for child-developmenthomeregistration a specific box for
observing all ofthe rooms in the home for compliance.

8. Evaluate the adequacy of daycare licensing staffing levels. If DHS concludes that
daycare licensing is not sufficiently staffed, it should ask the Council on Human
Services to make any required personnel and budtgy requests to the Governor
and General Assembly.
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Sabr i Death and Subsequent Reports

Foll owi ng S ®HSreceivedndtiplelchild abhse reportsoncerning Sabrina and
her siblings. The first report was made by the Dallas County Emergency Medical Services first
responder Sam Hofelhe intake report stated in part:

It is alleged Sabrina (age 16) was found dead at her home on 5/12/17. The death
is suspicious as child appears verginourished and looks to be 60 pounds at the
most. Denial of Critical Care failure to provide adequate food is alleged.

€ ADDI TI ONAL | NFORMATI ON:

Reporter said child is malnourished, anorexia or bulimic or something she can
weigh at the most 60 poundBarents left for vacation and grandmother Carla
Bousman is at the home caring for the children as is a cousin Josie that lives in the
home. Grandma said child was up and talking at 6:15 and when they went and
check on her several minutes later she wasaspgonsive. Reporter said the
grandmother talked of child being locked in a closet and duct tape over her mouth
by biological mother and placed with and adopted by this family.

Sever al ot her reports were r eceeofwhtthalegedt he da
that Marc and Misty locked h e lgedroom slodr, and the children were fed only oatmeal

three times a day for a week. Through the course of this assessment, another allegation arose

that Marc sexually abusedn e of Sabrinads sisters

A separate report was made alleging that Justin Ray physically abused Sabrina by pushing her
down the stairs and punching and stomping on
head and chin after her death. This reporter also alleged tHatathmi | y6s ni ckname f
was Afuck tard. o

Another reporter contacted DHS with allegations that Carla Bousman and Josie Bousman (the
grandmother and cousin, respectively) were depriving Saandder sistersf food. The

reporter alleged that threlatives delayed contacting emergency services when Sabrina was in
Asignificant medical distress. 0

Only one report was received wigha b r i n aallaptedmrotimeas the child victint4i it was
alleged that Marc and Misty had instructed Justin R@ytoi g vehi cl e exhaust i
Marc, Misty, Justin, anfminor child] (age 10) were in the car, in an attempt to kill the family

me mber s. 0 This incident occurred in Tennesse
to Disney World. Evideregathered by law enforcement suggests that shortly after learning of
Sabrinabés death, Marc and Misty anticipated t

extreme measures, including this attempt to kill themselves, and disposing of all of the family
member 6s &®lI 1l phones.

YpaAccording to the police report, in an interview follo
boy was the fihighlighto of her |ife and was the dAunifi
differently than Sabrina and her sisters in the home.

¥5Linh Ta,Warrant reveals details from night Sabrina Ray dieds Moines Register, September 26, 2017.
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During the course of these assessments disturbing information was revealed about the abuse that
had occurred in the Ray home. In an interview with a school official, it was learned that Sabrina
appeared to be well taken care otershe was removed from her biological family and placed

with the Rays. However, once Sabrina was adopted, the concerns began when Marc and Misty
startedtohoms c h o o | her . According to DHSOGs Confi de
school to be bmeschooled on the same day as her adoption on January 31, 2012. DHS records
indicate that she went back to school in August of that year, but was removed permanently from
school in September 2014, at the age of 13.

Sabr i naremrted that they weslocked in their bedroom for days, without bedding or
mattresses, and were forced to wear diapers. In reference to the alarm on the bedraame door,
ofthegirlst ol d | aw enforcement that the alarm is tF
becauss o met i mes they dondét feed us. 0 The chil dr
were not fed for three or four days at a time, and did not always receive water. The children

resorted to stealing food from trash cans and hiding the food in thearsliapn adopted sibling

reported that Marc would check for food in the diapers, and in doing so, would sexually abuse

her.

Bothgirlswer e hospitalized for malnutrition follow
death, the 12and 1Gyear oldweighed 44 pounds and 21 pounds, respecti’ély.

The surviving children also made disturbing comments about the coaching they had received.
Thesistersreported to first responders that Marc and Misty had directed them to lie to DHS and
fisay that everything wdhe anddandg it 6 s al | P (
The girls explained that if they rainbows and sunshine instead of saying what really
did not say everything was goes on in the housed Even mahegirlsdi st ur b
okay, Marc and Misty would also explained that if they did not say everything was

S T e okay, Marc and Misty. would #dc

This same concern was once raised by a reporter, who
was suspicious that the girls were trained to give certain ansyuensg the November 25, 2014,
call to CSI U. if $omeoner gees in thérecand justtasks qriebstionsfior asks her
itds going to appear to be a certiameanfovay beca
lack of betterwordét r ai ned t o do whherfotabhdey 6ve been doin

Additionally, | aw enforcement | earned after S
asto placea plate of food in front of the children when a DHS worker came to the home, and
immediately take it away when the worker Iefthe act of staging the home for a DHS visit was
reported in a child abuse c¢al WwhereveraNDadywoiker 20 1 4
woul d come, the punishment would stop wuntil h

YDHSO6s Confidential Briefing. DHS document snatbhsat t he
death was seen by a medical provider through the University of lowa Hospitals and Clinics in October 2013 and
weighed 27 pounds.
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All the child abuse reports against the Rays that were received and accepted for assessments
foll owing Sabrinab6s death resulted in founded
us, he founded childbuse allegations broke down as follows:

1 Mistyhad founded | | egati ons f or 71 faillire to pravide agdquater i t i ¢ al
food/ adequate medical care/ proper supervis

1 Marc had founded allegations fiatenial of critical cag1 failure to provide adequate
foodadequate medical cdpeoper supervision;physical abuse; and sexual abuse.

1 Justin had a founded allegation for physmadl sexuaabuse.

1 Carlahadfoundedallegationdorfid e ni al o fi faiture to provdeadequate r e
medi cal care/ proper supervision.o

1 Josiehadfoundedallegationdori d e ni al o fi faitune to provde@adequatea r e
medi cal care/ proper supervision.o

In addition to the reports received alleging child abuse by Marc and Misty against their adopted
children, there were also several reports of physical abuse against daycare fdiitoivemy
Sabr i na ®se rapatalteded physical ablise

The grandmother did not two abrasionsonthetopofendo nt h o lithéts hand

e e e occurred in November 2016_, seven months prior.

she Adidnoét wan fnot erre oréallzgjldé)hysmal injurytogyle ar ol dos
ace th8t todk sever ays to he@he grandmother of
one to cause trouble for Marc | this child explained that she saw thiiifesi which

and Misty, as everyone in occurred in March 2017 but did not want to call DHS
town lovedt hem. o because she Adidnodt want to b
forMarcand Mistyas everyone in town |

Another assessment that was also initiated for a physical abuse allegation found that a child lost

weight while in the Raysd6 daycare and woul d c
hungry me not eat today. 0 orfitehyearsarndihdddbeedh ad att e
removed a couple of months before Sabrinads d

Yet another report alleged that a child was p
the course of the assessment, it was also discovered that thie whibddhadattended the daycare

for nearly three yeaiswoul d come home hungry Ato the point
s o met hi nThe mathereold DHSOthat the Rays were the only daycare in town that had an
opening at that time

Twenty-four days after Sabi naés death, on June 5, 2017, the
daycare license was revoked. DHS determined that the daycare had been operated in a manner
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that Adi mpairs thleesafgeofy,theathhl doenwihl| car e
child development Yome | aws and rul eséo

The reports concerning the daycare children paint a clear picture that issues had been occurring

in the home | ong before Sabrinads deat h. How
parent to daycarkcensing in September 2013, DHS provided no documentation to suggest that

any such issues or concerns had been raised to DHS prior to May and June 2017.

We did not identify any procedural or efficiency problems by Dd#SfafterS a b r death.6 s

147 DHS, Notice ofDecision: Child Care470-4558 (May 26, 2017).
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There was always something kind of weird thevde could never
put our finger on it, but there was alw
There was something that was just not copasgetit was just kind
of like, yeahi t 6 &1 keep anreye on it.
Former DHS Social Work Supervisor Mark Chappéfle

This report has illustrated that DHS staff in separate units of the agency communicated

inefficiently or not at all with one anothezgarding the child abuse reports against the Rays.

Though we have already touched on this topic, we believe a broader review of the
communications and staffings within DHS prior
own findings and conclusien

2010

Following the 2010 assessmenfschild abuse allegation®HSvoicedconcerns about the

Rays, enough so that it was determined by the Western Service Area that a corrective action plan
shouldbe implemented. Shortly after the final assessmentwompleted in 2010, however,

Marc and Mistyhadmoved back to Perry, out of the Western Service Area. It was then
recommended to the Des Moines Service Area to implement and monitor a corrective action plan
for the family. It is our understanding thaistilid not occuf4®

2014

DHS was most heavily involved with the Ray family in 2014. As such, it was the year that
required the greatest need for intl@partment communication.

After the first child abuse report in April, a formal staffing occurred amtaf§fsom foster care
licensing, ongoingservices, and field staff where it was decided that the foster care children
would not be removed from the home. Regardless, DHS SAM Pat Penning gave the direction
t h ahts hofine was not to be used and would motied in the future o

Another formal staffing occurred in May after another child abuse report was filed, that time
between foster care licensing and ongesegvices. Social work administrator (SWA) Mike
Mclinroy directed the ongoingervices worker tanterview the current foster care children about
the specific concerns identified in the rejected intake, and to touch base with service providers.

Information provided to us suggests these directives were not followed. Two of the foster care
children wee interviewed, but questions were not asked concerning the specific allegations. The
service providers were not contacted.

8 From our interview with Mark Chappelle on December 18,2
149 Telephone call witla DHS prevention program managet March 2, 2020.
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Five weeks later, the DHS ongohsgrvices worker was _ _
notified that one of the foster care childiiethe youngest | | € DHS ongoing-services
i had suspicious bruisirthat was believed to be inflicted Worker was notified that one
by the Rays. We received no information to suggestthi of t he f oster
this was relayed to foster care licensing. had suspicious bruising that

. . : . : . was believed to be inflicted
Foster care licensing did receive notice that a child abu .
report was made on July 5, 2014, concerning suspecte( by t_he Rays_. el
bruisingon the foster child. The field worker handling | NO information to suggest
the assessment did contact the ongaiexyices worker that this was relayed to
who shared that she sees the children regularly and ha( foster care licensing.
no concerng even though weeks prior she was notified
of the suspicious bruising.

Additionally, the field workers handling the
July 5, 2014, childlause assessment did not
contact the Midowa FSRP services worker,
Shelby Messersmith, despite her being an

Field workers handling the July 5, 2014,
child abuse assessment did not contact

Messersmith, despite her being an obvious collateral witness for a child abuse
obvious collateral witness for a child report concerning a foster care child. In this
abuse report concerning a foster care particular case, Messersmith was

child. knowledgeable of thessues occurring in the

Ray home, and would have been an
extremely significant source of information.

Several weeks after this series of reports was received, SAM Penning was again involved and
requested SWA Mclnroy take a closer look at the Rays. Theenwit is dated nearly two

mont hs | ater. It indicates that Penning had
she asked that the information be brought to their nexborme meeting.We were not able to

locate any further email exchangesthis subject and Penning could not recall what she

discussed with Mclnroy or the outcome of that meeting.

There is no indication that foster care licensing received notices of the November 2014 or
November 2015 reports, even though the Rays still Hastar care license. Likewise, it does
not appear that any further staffings on the matter occurred between any employees within DHS.

One interviewee suggested that further staffing had not occurred because the agency already
Adeci ded howinhlygi nhgsrwéde dgmeaning no more fos
in the home. We asked whether foster care licensing staff would even have received notice of

the November 2014 and 2015 child abuse reports, since there were no longer foster came childre

in the home. The interviewee responded: nlt
the Rays, that foster care |icensing would no

All of these disparate responses to reports at the Ray home causednsderovhether DHS

staff from different wunit sinetgustevhethertherghtimadd i n o
knewwhat the left hand was doing, but whether the right ltameldwhat the left hand was

doing. During an interview with a former etapee, we asked about the mentality among the
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different departments of DHS. In response, the interviewee shared some exceptionally
significant insights:

Il dondt t hi nDepardnrent wamtd tp see somedthing bad happen to a

kid or to a family, or to another DHS worker, but when | left the Department, at

|l east in my service area, people were not
might know something that will help you dowrgob, | might tell you about that.

But then again, | might not, depending on what unit you were with, who your

supervisor was, what our daily interactions might have been, whether those were

positive or those were negative. If | was aware of a policgmmendation and |

thought just quite frankly my ass was goin
something, then | was going to take care dBitt if T | think sometimes, maybe

often timesi if there was not a specific requirement for me to talk to gu

about something, then | might not do that

It was difficult to think in the broadest picture. And if we were doing that, then
my god, look at all this stuff going on, we need to get togétheh at di dndt

al ways happen. | droen Omta |wacnito utso, shaeyc apuesoep |le
that was the casd.think sometimes people were myopic, and suffered from

6this is my area and this is what | need t
I have time. &6 é But being aessimeygted i n some
CPWs, in my workers, in my unit, in the next countyi if we were all thinking

t hat way, some of this.stuflff weulekmdni nfeay é
thingsinajust ul ture, thatos where we can answer
(Emphasis adetl.)

DAYCARE LICENSING

We received no inform'_mn to suggest that a referral N T
was made to daycare licensing staff for any of the 1|
child abuse reports received between 2010 and 201 suggest that a refgrral vyas
with the exception of the April 10, 2014, intak8. made to daycare licensing staff
for any of the 11 child abuse
According to DHS, referrals are made by either the | reports received between 2010
intake unit or tle field worker handling the
assessment. HoweverCSIU intake worker
acknowledged to our office that it is not always dong
A daycare licensing worker similarly acknowledged
that referrals are supposed to be made on both rejected and acceptedinta@sgetimes they
Afall through the cracks. o

and 2015, with the exception of
April 10, 2014, intake.

We asked former DHS supervisor Mark Chappelle how daycare licensing staff received notice of

150 DHSGB Employee@Manual, Title 2, ChaptefF, Page64. iWhen it i s alleged that chil
child development home, the protective service workeriwithme di at el y inform the child c
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child abuse reports. Chappelle explained that referrals were made to him, and he then passed on
the information to Is workers, who would conduct a home visit either with the field worker

during the initial visit, or afterwards. We asked how Chappelle actually received referrals on

child abuse reports. Chappelle could not recall specifically, but remembered thhtéeedie

some sort of notification of a report being made.

When we asked Chappelle why referrals were not made to daycare licensing, he was not sure,
but emphasized that there was no question that a daycare licensing worker was going to get into
thehone once a r ef er Yes,lflgbta deferbakoa a daynaalheme, | wéis

wanting the licensing workers to g

Asked whether he believed the lack of daycare licensing involvement following the Ray child
abuse reports was anissueonthereked end, Ilhevowépl il edke fio think
|l i ke to think | wouldndét | et something |ike t

LACK OF INTERNAL INVESTIGATION FOLLOWING SABRINAG DEATH

We are also concerned about the lack of an internal investigation bydliBASingS a br i na 6 s
death. DHS provided no explanation as to why a formal review had not been completed.
Considering the extent of DHS6s involvement w
such a review would have been in order.

Chappelleacknokld ged t hat he was surprisedsully i nterne
after something like that we would want to talk to everybody who touched this in tfiedast
years. o

We believe an internal review could have greatly benefited DHS to shednighistakes and
spur discussion on future improvements. Throughout our investigation, we asked every

interviewee whether he or she had any ideas o
so that something like this never happens again. We recivedhber of answers relating to
staffing. One answer that stuck out to us, h

handle the aftermath of a tragedy like a child death. We believe the insight was so important, we
have included much of the diregptiote in this report:

There is a decisiomaking process that goes on with workers, however, when

something like this happens or when Natalie Finn happens. When we go at these,

we as the Depabasednemad ,scntédwe d | am2 That 6s wl
after, and we lose a lot of valuable information, | think, when we go after people

likethat. The@ part ment would say we arené6t | ookin
been through too many through the course of my careen at 6 s exactly how
happens. [lTtés] certainly an i mpression w

down during one of those.

The Department would say we arenot |
too many through the course of mycareerit hat 6 s exactly hi
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